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L I  ACADEMIC DOSSIER
Critical Reviews
1. ‘False Memory’ - One Debate, Many Discourses
2. A Preventive Perspective on Childhood Sexual Abuse
Aims and Objectives
Critical Review 1
The ‘False Memory’ debate has posed a number of dilemmas for survivors of child 
sexual abuse and their therapists in that memories and treatment techniques have been 
called into question. The aim of my first review is to deconstruct this debate and 
surface its deeper discourses in order to contextualize and provide a wider framework 
of meaning within which to situate this controversy. I will also briefly consider the 
implications for Clinical Psychologists.
Critical Review 2
I have worked with survivors of child sexual abuse for many years treating them 
individually and within group settings and I also consult to various organisations who 
provide services to this client group. Intervening at a treatment level has limitations if 
the preventive perspectives on childhood sexual abuse are not comprehensively 
considered. This will be the focus of my second critical review where I will critically 
evaluate the scope of individual and community focused preventive strategies.
4
JL3 CLINICAL DOSSIER
Aims and Objectives
Part One: to provide a Statement of Continuing Professional Development
Part Two: to provide a biographical account of “Project Amba (1994-1996), a
psychological service for Asian women in Slough” and to carry out an audit of 
referral patterns. As a reflexive Scientist-Practitioner, I aim to critically appraise the 
issues related to intercultural therapeutic work and to explore and document the 
challenges encountered in providing a specialist psychological service. The 
implications of this service innovation will be considered in the context of Clinical 
Psychology’s stated commitment to adequately serving all sections of Great Britain’s 
ethnically diverse population.
M  RESEARCH DOSSIER
Aims and Objectives:
I have had a long term professional and personal interest in the mental health issues 
relating to British Asian women. One matter of major concern is the high rates of 
actual and attempted suicide which have been reported in this group of women 
(Health of the Nation, 1993). I plan to conduct a qualitative investigation on Asian 
women’s accounts of their suicide attempts in order to explore and theorise this 
phenomenon. The study will privilege the research participants’ voices which may 
provide insight into vulnerability factors which may impact on their self-harming 
behaviour.
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SECTION TWO
ACADEMIC DOSSIER
2.1 ‘False Memory’ - One Debate, Many Discourses
2.2 A Preventive Perspective on Childhood Sexual Abuse
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FALSE MEMORY - ONE DEBATE. MANY DTSCOIJRSES
2.1.1 Introduction
There is no accepted definition or diagnosis of ‘False Memory’ (FM) as such, but a 
controversial polarized debate, arousing strong emotions, rages around this 
phenomenon. The debate concerns the construction, accuracy, recall and status of 
adults’ recovered memories of childhood sexual abuse after a period in which these 
memories were apparently long forgotten or repressed. There have been particular 
concerns about memory recall during therapy where spurious techniques of suggestion 
and hypnosis might produce false memories of abuse. The controversy is 
encapsulated by a debate in which some researchers question the existence of 
repressed memories (Ceci, Huffman, Smith and Loftus, 1994; Loftus and Ketcham, 
1994; Ofshe and Watters, 1995; Kihlstrom, 1997) whereas others assert that 
repression can exist and does explain the apparent delayed recall of sexual abuse 
which has previously been forgotten (Herman and Schatzow, 1987; Courtois, 1988; 
Herman, 1992; Brière and Conte, 1993; Terr, 1994; Williams, 1994). Such has been 
the impact of the debate that it has gripped the media who have brought the 
controversy into full public gaze thereby fuelling it further. The status of 
psychotherapy and its practitioners has been brought into question, forcing therapists 
and survivors alike to re-examine their previously held assumptions regarding the 
validity of the therapeutic encounter and their integrity (Watkins, 1993).
The literature’s sharpest conflicts appear to be between accuser and accused and 
clinician and researcher. Yet it is possible to peel away the outer layer arguments and 
discern further embedded discourses which can be situated within a wider 
sociopolitical framework. The aim of this review is to make these transparent and 
focus on how, in particular, the constructions of ‘truth’ ‘memory’ and ‘mental illness’ 
(Schuman and Galvez, 1996) are refracted through the prisms of the power structures 
which underpin society. This contextualization will provide a backdrop against which 
the professional and personal implications for Clinical Psychologists will be 
considered.
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2.1.2 Accuser and accused
The False Memory Syndrome Foundation (FMSF) was established in 1992 by Pamela 
and Peter Freyd (stepsiblings prior to their marriage) in Philadelphia, USA in response 
to their daughter, Jennifer’s disclosure that her father had sexually abused her. It is of 
note that Jennifer Freyd is a Professor of Psychology and expert in memory, who 
recovered her memories at her home following, not during, a therapy session. At the 
outset, she did not make her accusation public nor did she threaten a law suit. 
However her mother strongly refuted these allegations (Doe, 1991) and both parents 
accused Jennifer Freyd of having ‘False Memory Syndrome’ (Freyd, 1993).
The term ‘False Memory Syndrome (FMS) was coined by Dr Ralph Underwager, a 
member of the FMSF board and is defined by Dr John Kihlstrom as “a condition in 
which a person’s identity and interpersonal relationships are centred around a memory 
of traumatic experience which is objectively false but in which the person strongly 
believes” (FMSF, 1994). Such a definition, and indeed the existence of the FMSF, 
perpetuates the notion that FMS is a fact, thus delegitimizing accusers and 
representing the perpetrator as a victim (Benjamin, 1996; Schuman and Galvez,
1996).
Jennifer Freyd (1997) has called this strategy ‘DARVO’ which means ‘Deny, Attack 
and Reverse Victim and Offender’ (p. 30). The accuser is portrayed as being 
untruthful and suffering from ‘False Memory Syndrome’, an implied mental illness. 
In fact there is no scientific basis for presenting ‘False Memory’ as a ‘syndrome’ 
(Toon, Fraise, McFedridge and Alwin, 1996) which is why it has been suggested that 
the word ‘syndrome’ be abandoned in favour of the term ‘debate’ (Searle and Streng,
1995).
Nevertheless the concept of ‘False Memory’ continues to be promoted by the FMSF 
organisation which lists its aims as documenting, studying and disseminating 
information on this phenomenon. The organisation’s main purpose is to prevent ‘new 
cases’ of FMS and “to seek the reasons for the spread of FMS” as well as providing 
accused individuals and families with access to legal counselling and financial help 
(FMSF, 1994). A British False Memory Society (BFMS) was set up in 1993 by Roger 
Scotford who claimed that he had been falsely accused of sexually abusing two of his 
daughters. Interestingly when the British Psychological Society investigated the 
records of the BFMS (B.P.S, 1995), in only 47 out of 181 cases was there explicit
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mention of recovered memories ie. just over 25%. The question therefore arises as to 
why the BFMS agenda relates to so called ‘False Memories’ if these constitute only a 
minority of its concerns.
The apparent plausibility of the FMSF may be due to the sociodemographic profile of 
its members which may contribute to the ‘credibility’ of organisation aims and 
objectives and explain why the media has championed its cause. Surveys in the USA 
by Wakefield and Underwager (1992) and the FMSF (1993), show members to be 
middle aged, well educated and of high socioeconomic status. In the U.K., 
Gudjonsson (1997) surveyed BFMS members, 70% (282 families) of whom responded 
and their profile was similar to their American counterparts in that they were male, 
Caucasian, well educated and predominantly middle class. In other words, powerful 
members of society. In Canada, studies investigating the social and psychological 
characteristics of those people who endorse the arguments of the FMSF found them to 
be more authoritarian and holding less favourable attitudes towards women’s equality, 
agreeing with such statements as battered women enjoy abuse that is inflicted upon 
them (Kristiansen, Gareau, Mittleholt, De Courville and Hoodestat, 1995; Kristiansen, 
Haslip and Kelly, 1997). Such views reflect an anti-feminist and patriarchal 
construction of women and this is further evidenced by accused views of the accusers, 
87% of whom are female (Gudjonsson, 1997).
Discourses propounded by FMSF supporters portray accusers as being immature, 
unreliable and mentally ill. Ganaway, a Psychiatrist and a FMSF Board member has 
described false accusation by adult daughters as a delayed adolescent rebellion (Scott,
1997). Merskey (1995) links FMS with ‘multiple personality disorder’ in a context 
where the accused is described as “the previously blameless father” (p. 282). The role 
of suggestibility and hypnotizability in creating ‘False Memory’ has also been 
emphasised (Bamier and McConkey, 1992; Read and Lindsay, 1994). ‘False 
Memory’ has been linked with physiological explanations such as abnormal temporal 
lobe activity (Dittbumer and Persinger, 1993) and such ‘empirical’ reports bolster the 
representation of ‘FM’ as having a biological basis.
One such example is an experiment by Persinger (1994) which describes the 
‘hypnosis’ of 20 female undergraduates, aged 18-21 years, who sat in an acoustic 
chamber, wearing goggles and a modified motorcycle helmet, through which 
magnetic fields were pulsed across the temporal lobes. Subjects then completed a 
questionnaire reflecting unusual states: emotions, vestibular experiences, childhood
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memories and dream-like images. Results produced a moderate (0.61) correlation 
with the reporting of ‘old’ ie childhood memories and from this the researcher 
concludes that hypnosis eliciting elevated temporal lobe activity could encourage 
females to recover illusory previous memories of abuse. This study can be criticised 
for its methodological limitations: causal arguments cannot be drawn from correlation 
based evidence, the validity of memories was not assessed, the experimental 
‘hypnosis’ condition is far removed from any hypnotic like state occurring in a 
therapy session and the subjects in this study were not people reporting sexual abuse. 
In fact, when Leavitt (1997) compared a group of patients reporting recovered 
memories with a control group without a history of sexual trauma, the former group’s 
score on the Gudjonsson suggestibility scale indicated that they were less suggestible 
than controls.
Nevertheless the portrayal of accusers as suffering from FMS has been promoted by 
the legal system and the media and seized by the FMS to support their aims and 
objectives. In the USA legislation allows survivors of child sexual abuse to sue their 
perpetrators within 3-6 years after experiencing delayed and repressed memories of 
their trauma (Jaroff, 1993). In 1990, Holly Ramona initiated a law suit against her 
father in order to protect her younger sisters. She had been treated by a therapist for 
her symptoms of depression and bulimia, and as Holly wished to clarify her memories 
prior to confronting her father, a Psychiatrist used Sodium Amytal, a ‘memoiy-aid’ 
drug. In retaliation, Mr Gaiy Ramona countersued his daughters therapists and the 
medical centre for malpractice and in May 1994 the jury returned a verdict in favour 
of the father. This verdict was seen by Mr Ramona and indeed some journalists as 
exonerating him from the accusations of sexual abuse and as being a victory for the 
‘False Memory’ lobby. Yet as Whitfield (1995) points out, the jury had not been 
asked to debate whether or not Holly Ramona’s memories were true, but to consider 
questions relating to health care negligence. This illustrates how powerful institutions 
like the media and law protect patriarchal interests by discrediting survivors whom 
they construct as young, suggestible females brainwashed by their (often) young 
female recovered memory therapists. “Legal processes are interpreted as if they offer 
us the truth” (Saraya and MacLeod, 1997, p. 49) but legal ‘truth’ which is established 
in Courts on the basis of evidence is but one kind as will be seen in the following 
section.
10
2.1.3 Clinicians and researchers
Close examination around the debate between clinicians and researchers regarding 
‘False Memory’ reveals the differing concerns which appear to give rise to dissonant 
views. Both groups focus on different forms of psychological enquiry: clinicians 
focus on introspective and experiential data whilst researchers are concerned with 
experimental control (Brewin and Andrews, 1997).
Loftus, a member of the FMSF, has carried out a number of studies (Loftus and 
Hoffman, 1989; Loftus, 1992; Loftus and Ketcham, 1994) which she says demonstrate 
how she has been able to implant false memories in people’s minds, making them 
“believe in characters that never existed and in events that never happened” (Loftus 
and Brière, 1994, p. 22). In one of her most well known experiments (Loftus, 1993) 
which Yapko (1994) says “approximates ‘real life’” (p. 25) five subjects were given 
suggestive and misleading information whereby they came to believe in a fictitious 
childhood episode of being lost in a shopping mall. Loftus concludes that these 
results support the notion that so called ‘recovered memories’ of sexual abuse are 
products of suggestion: in other words that ‘False Memory’ is a construction 
associated with suggestibility. One shortcoming of such conclusions is that the 
experiment may actually be about the reporting of memory which is associated with 
social influence (Zaragoza, Graham, Hall, Hirschman and Ben-Porathy, 1995; Fonagy 
and Target, 1997). In the study, the ‘misinformation’ was presented to the subjects by 
their friends and relatives but this relationship variable, which might be an important 
mediating factor on the obtained results, was not considered in this context.
Another experiment, purporting to demonstrate the creation of false memories in 
young children aged 3-6 years, was conducted by Ceci, Huffinan, Smith and Loftus
(1994). The children were presented with a list of real and fictitious events. Seven to 
ten days later they were asked which events they had experienced and approximately 
one third of the sample believed they had experienced false events. Once again, the 
researchers gave scant consideration to the possibility that the reporting of fictitious 
events might demonstrate a reporting bias (expected conformity to adult expectations, 
perhaps) rather than demonstrating suggestibility. In any case, one major limitation of 
this genre of experiment is around how much real-life ecological validity it has. Such 
experiments are concerned with one-off events. Sexual abuse is often repeated and 
enforced, a traumatic experience which is experienced, not observed (Toon et al..
1996). Such opposing discourses may arise as clinicians and researchers focus on
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different ‘truths’ to which they accord different status. Clinicians, who seek the 
healing and empowerment of their clients, focus on the ‘narrative’ truth which 
pertains to the remembering and construction of past events; researchers focus on 
‘scientific’ truth which refers to what is possible in principle (Morton, 1997). Just as 
there appears to be more than construction of ‘truth’, ‘memory’ can be deconstructed 
into two types.
Ordinary and traumatic memory
Ordinary memory, also referred to as narrative, declarative and explicit memory, is 
characterised by conscious recollection. Traumatic memory, also called 
somatosensory, iconic and implicit, refers to a past event’s effect on a person’s 
ongoing experience, thought or action, independent of conscious recollection 
(Kihlstrom, 1997). Terr (1994) has further delineated traumatic memory into Type I, 
where a full detailed memory is retained after a single, unanticipated severe traumatic 
event, and Type II, where memories are impaired following exposure to repeated 
moderate to severe trauma. In this case, whilst memory would not necessarily be 
accessible to consciousness, the essence, but not the details of experiences can be 
remembered, almost like a form of sixth sense.
Research on traumatic memory suggests a different form of coding, storage and 
retrieval from ordinary memory, as trauma induced stress activates numerous 
biological and physiological systems which impinge on explicit memory (Van der 
Kolk and Van der Hart, 1991; Van der Kolk, 1994 and Van der Kolk and Fisler,
1995). The main features or traumatic memory are ‘flashbacks,’ a form of intrusive 
memory, the sensory, motor and emotional components being experienced as a 
reliving of the original event in an intense and detailed way. People learn to 
manipulate their exposure to internal and external cues which trigger traumatic 
memories and this determines the degree to which traumatic memories are accessed 
(Brewin and Andrew, 1997). Another way of blocking out traumatic memories is 
illustrated by the psychological mechanisms of denial, dissociation and repression, 
survival strategies (Christianson and Engelberg, 1997) and adaptive responses (Freyd,
1997). Denial is a method of avoiding the awareness of trauma and may be 
implicated in the retraction of recovered memories by those people who disclose, then 
disavow, memories of abuse. Dissociation, another form of traumatic forgetting, is a 
separation from, and loss of awareness of present experiences, beliefs and thoughts 
(Whitfield, 1995) in order to avoid conscious memories of previous painful
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experiences and to manage feelings and thoughts that threaten the integrity and safety 
of the self (Pearlman and Saakvitne, 1995). Repression, a total inhibition of memory, 
is also used to protect the individual from memories which would threaten an 
individual’s existing schemata relating to their self image and life (Christianson and 
Engelberg, 1997). Whilst Yapko (1997) is guarded about the “troublesome 
unknowns” of denial, dissociation and repression, clinicians and trauma therapists 
have supported their theorising and the ‘truth’ of survivors’ memories by pointing to 
documented external corroboration of sexual abuse as advocated by Pope and Hudson 
(1995) in the cases of survivors who have presented with sketchy and intermittent 
recall of abuse.
Thus Herman and Schatzow (1987) studied 53 clients from a three month therapy 
group for incest survivors and found that 64% of them had some degree of forgetting 
of the abuse: only 6% of the total were unable to find corroboration. Terr (1988,
1991) researched children who experienced documented traumas between the ages of 
6 months and 4 years 5 months such as being raped and the murder of their sibling and 
found that even when trauma had occurred before the age of 2-3 years and could not 
be verbalised, there were spontaneous expressions of the previously experienced 
trauma such as temper tantrums, sexualised behaviours and other forms of acting out. 
Children had vivid memories for single, startling traumas, but more spotty i.e. 
fragmented or absent memories for repeated and prolonged traumatic memories. Terr 
did acknowledge the uncontrolled aspects to her research which were the possible 
effects of family dysfunction and abusive parenting on research findings. Brière and 
Conte (1993) accessed the responses of 450 sexually abused clients of various 
therapists who administered an Adult Survivor Questionnaire which included the 
question “During the period of time between when the first forced sexual experience 
happened and your 18th birthday was there ever a time when you could not remember 
the forced sexual experience?” and they found that 59% of respondents identified 
some period of having no memory of the abuse. Williams (1994) interviewed 129 
women, who as children, seventeen years earlier, were evaluated for childhood sexual 
abuse at hospital emergency rooms, and she found that 38% of this group failed to 
recall the abuse. 47% of the total group reported that they had experienced some 
period of time where they did not remember the abuse. Harvey and Herman (1994) 
describe the variations in traumatic recall that are witnessed in clinical practice which 
can include delayed remembering. Finally, Elliott and Brière (1995) found that 42% 
of a sample of sexually abused clients reported some level of amnesia for the abuse 
and 20% described complete forgetting.
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Despite the evidence of delayed remembering, the response from researchers has been 
to invoke methodological biases in such studies which serve to undermine the 
arguments presented. Loftus (1993) reviewed three of the four studies cited above: 
Herman and Schatzow (1987), Brière and Conte (1993) and Williams (1992) and 
criticised them for the following reasons. She considers that the reporting of delayed 
“unverifiable memories in the therapeutic setting” (p. 534) reflects the leading 
questions and influence of biased therapists to their suggestive clients, and highlights 
the shortcomings inherent in retrospective reporting and uncorroborated memories.
And yet her own subsequent study, (Loftus, Polonsky and Fullilove, 1994) of 105 
women receiving outpatient treatment for substance abuse, revealed that of the 54% 
who reported a history of childhood abuse, 19% did report delayed memories. Loftus 
interprets these findings to suggest that remembering abuse is more common that 
forgetting it, and therefore “robust repression would still not be the dominant 
experience” (p. 81). Nevertheless such an argument does not necessarily discount the 
existence of repressed memories. As Ceci et al. (1994) point out, failure to recount a 
memory for a researcher may reflect deliberate avoidance, but such under reporting 
may also reflect the taboos around disclosure, whereby telling may be associated with 
threats, and there have been strong sanctions on keeping secrets (Roesler and Wind, 
1994).
The discourses expressed by both sides might appear irreconcilable and 
confrontational. However it is possible to discern common themes and constructions 
within their arguments. Both sides concur with the notion that memories are 
constructions and narratives which can be modified and rewritten retroactively (Segal,
1996). Both sides construct survivors as being ‘mentally ill9: either survivors have 
‘False Memory’ or, according to Trauma therapists, they are suffering from Post 
Traumatic Stress Disorder, symptoms of which include (Scott and Stradling, 1992):
• the existence of a “markedly distressing events”
• the repetitive re-experiencing of the traumatic events in some ways
• the numbing of general responsiveness to or avoidance of stimuli associated with 
the trauma
• persistent symptoms of increased arousal
The focus is on emotional distress and the individual continues to be pathologised 
rather than a sociopolitical context which gives rise to the existence of sexual abuse 
(see section 2.2.6).
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2.1.4 Clinical Psychology. ‘False Memory’ and the future
The ‘False Memory’ debate has been considered by both the U.K. and the U.S.A. 
professional psychology bodies and its practitioners. In the U.K. Andrews et al. .
(1995) surveyed 4005 chartered psychologists regarding their experiences vis à vis 
recovered memories. 27% responded, the majority of whom employed cognitive - 
behavioural techniques, and findings suggested that recovered memories of childhood 
sexual abuse were not an uncommon feature of clinical practice, although the nature 
of the mechanisms was unclear and there were also reports of clients recovering 
memories before they entered therapy. There was also a high level (67%) of 
acceptance of the possibility of ‘false memories’ which illustrates the 
“non-doctrinaire nature of beliefs” (B.P.S, 1995, p. 29). As Toon et al. (1996) point 
out, it is unlikely that British Practitioners would implant ‘false memories’ in clients 
in a work context, usually the MHS, where short term therapy and increased client 
contact is rewarded and there is no financial incentive for prolonging therapeutic 
contact. The British Psychological Society did issue guidelines for psychologists 
which included advising them that they should avoid hypnosis or suggestion and 
leading questions if they wish to obtain reliable forensic evidence, tolerate uncertainly 
and ambiguity regarding a client’s early experience, should not diagnose childhood 
sexual abuse on the basis of presenting symptoms only, and avoid drawing premature 
conclusions regarding the truth of a recovered memoiy.
In the United States of America where almost a quarter of a national sample of 
psychologists reported their own experiences of childhood abuse in response to a 
question about whether they had experienced sexual or non-sexual physical abuse 
before their 18th birthday, and approximately 40% of these reported a period of 
forgetting some or all of the abuse, (Feldman-Summers and Pope, 1994) the American 
Psychological Association has been involved in a polarised debate over recovered 
memories where resignations have occurred due to the APA’s acceptance of the FMS 
as a continuing education sponsor (Follini, 1997) particularly since some FMSF 
members have harassed therapists and their clients (AAA Dec 1995). The American 
Psychological Association (1994,1996) has empanelled a Working Group consisting 
of cognitive scientists and practitioners specialising in trauma and adult survivors of 
child sexual abuse, and they have investigated memories of childhood sexual abuse: 
therapists are advised that they cannot confirm or disconfirm the historical truth or 
accuracy of a clients recollections, in the absence of external corroboration. They 
must not overemphasise sexual abuse as a sole type of trauma and must assess the
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client’s family relations, outside influences and sources of secondary gain. Discourses 
around ‘False Memory’ seem to have produced paradoxical and double binding 
imperatives on clinical psychologists. On the one hand, psychology institutions 
continue to uphold the power and expertise of their practitioners (Schuman and 
Galvez, 1996) by constructing them as guardians of the ‘truth’, thereby 
disempowering and pathologizing survivors and depoliticizing sexual abuse 
(Armstrong, 1996). However, simultaneously, practitioners have received ominous 
warnings regarding their work which could become an oppressive straight-jacket 
serving to silence and stifle their concerns. The ‘False Memory’ controversy is 
reframed into a narrow discourse regarding appropriate professional behaviour which 
can only be upheld by ‘proper’ training. Presumably ‘bad’ therapists will be 
delicensed and indeed in the U.S.A. the FMSF is lobbying to influence state 
psychology licensing boards to promote their objectives. Schuman and Galvez (1996) 
remind us how women healers have been silenced historically and note that there is a 
‘gender line’ in clinical psychology with an increased number of women entering the 
field. This may have resulted in patriarchy striking back through its attempts to use 
the authority of ‘science’ to silence the voices of survivors’ advocates (Brown and 
Burman, 1997). The threats and warnings of potential law suits for malpractice not 
without foundation. In the U.S.A. Laura Davis, one of the authors of ‘The Courage to 
Heal’ (Bass and Davis, 1988) a self help book, was sued (albeit unsuccessfully) for 
negligence and misrepresentation. It is crucial that we do not become intimidated and 
avoid controversial issues if we are to work as agents of change.
The ‘False Memory’ debate is the current backlash, one of countless others throughout 
history, that reflects society’s denial and resistance to an unpalatable reality, 
(Whitfield, 1995) the reality of sexual abuse. As clinicians our role is to construct a 
plausible hypothesis regarding our clients story - usually we do not dispute their 
autobiographical accounts. Why should we now? Pearlman and Saakvitne (1995) 
remind us that: “we cannot afford to again ‘forget’ the reality of child abuse and its 
deleterious effects. Our work as trauma therapists is subversive work; we name and 
address society’s shame. There are and will continue to be forces within society that 
work to silence us and our clients. When we do not recognise the social and political 
context for our work, we unwittingly participate in this return to silence, denial, and 
neglect.” (p. 2) This is perhaps one debate with which Clinical Psychologists could 
usefully engage: one debate resulting in, no doubt, many discourses.
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A PREVENTIVE PERSPECTIVE ON
CHILDHOOD SEXUAL ABUSE
2.2.1 Introduction
A Story
Once upon a time, there was a woman sitting on a river bank. She saw that there were 
large numbers of children floating down the river. Some had already drowned, some 
were managing to struggle to the bank unaided and others were sinking fast. Of 
course she leapt into the river and helped those who were not yet dead but also not 
managing to get out by themselves. However, as soon as she got a breathing space she 
ran up river to see who was pushing them in to put a stop to it (quoted by Jones,
1991).
This review aims to examine psychological strategies directed at preventing childhood 
sexual abuse (CSA) which is associated with a wide range of mental health problems, 
outlined at the outset. Preventive interventions which are Child, Abuser, Abused and 
Community focused, will be considered in terms of their potential strengths and 
limitations in order to formulate and appraise future preventive efforts designed to 
protect children more effectively.
2.2.2 Establishing the extent of the problem
The main impetus and imperative to challenge and prevent CSA arises from the 
devastating psychological consequences of the childhood pain and betrayal ensuing 
from CSA which have been illustrated in individual autobiographical accounts 
(Angelou, 1983; Bass and Thornton, 1983; Spring, 1983; Frazer, 1989; Rouf, 1991; 
Malone, Farthing and Marce, 1996) and from research studies (Beitchman et al.
1992). A recent longitudinal study (Silverman, Reinherz and Giaconia, 1996) calls for 
the need for prevention strategies to forestall these serious consequences.
There is strong evidence that sexual abuse in childhood is linked with diagnoses of 
“mental illness” (Biyer, Nelson, Miller and Krol, 1987; Rose, Peabody and Stratigeas, 
1991) which results in high use of psychiatric services. Presenting problems seen by 
mental health workers and others include post traumatic stress disorder, (Rowan, Foy, 
Rodriguez and Ryan, 1994; Wolfe, Sas and Wekerle, 1994) eating disorders, (Connors
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and Morse 1993; Keamey-Cooke and Striegel-Moore, 1994) somatic complaints, 
(Cameron, 1992), sexual dysfunctions, (Jehu, 1988) low self esteem, (Li, 1997a) 
depression, (Dent, 1993) and repeated sexual revictimisation (Wyatt, Guthrie and 
Notgrass, 1992). It must be emphasised, however, that abuse response is highly 
variable and idiosyncratic (Courtois, 1993) and there is not one typical survivor 
profile. In both research and clinical contexts, accurate identification of CSA is 
difficult because of the secrecy surrounding CSA and the taboos around disclosure. 
Disclosure is risky and difficult, particularly in the current climate where media and 
society are reluctant to assimilate the prevalence of sexual abuse: the ‘false memory 
syndrome’ has been invoked and satanist abuse is also denied despite the recent 
accounts of the existence of ritual abuse by workers in the field (De Mause, 1994; 
Sinason, 1994). McNulty and Wardle (1994) surveyed research evidence relating to 
disclosure of sexual abuse and suggest that, for some adults, such disclosure may be a 
cause of psychological distress, as a person’s support systems disintegrate at the time 
of and following disclosure when disbelief, ridicule and blame are encountered 
according to survivors self-reports and clinician observations. Unfortunately even 
professionals may have a ‘blind spot’ (Brière and Runtz, 1988, p. 376) regarding the 
acknowledgement of such trauma.
Sometimes clinicians avoid asking their clients about whether they have been sexually 
abused due to their fear of dealing with the consequences of the client’s response; if 
there is no disclosure, children will remain unprotected and potential victims. If there 
is disclosure, this must be followed up to prevent the possible abuse of other children 
and Rouf (1997) reminds clinical psychologists of their obligation and responsibility 
to act on any concerns as outlined in The Children Act (1989) (Department of Health, 
1991). If it is difficult for adults and even professionals to make disclosures of sexual 
abuse, it is even more so for a child. Ainscough and Toon (1993) list the following 
reasons for why children do not tell about being sexually abused: they may distrust 
adults and not have a close, confiding relationship with a grown-up. They may not 
know what to say partly because they do not know how to describe what is happening. 
They may also be too embarrassed and ashamed to tell. There may be fears about the 
consequences of telling, particularly if the abuser has made threats to the child. The 
child may worry that he/she will not be believed, or that the abuser would come to 
harm. For children, if the abuser is a family member disclosure may precipitate 
separation or divorce, and even suicide attempts by the alleged perpetrator (McNulty 
and Wardle, 1994). Moreover the prosecution of a perpetrator can be retraumatising 
for the child (Subotsky, 1996). Nevertheless, it is only when survivors disclosure their
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experiences that the extent of CSA can be ascertained. Difficulty in establishing 
accurately the extent of CSA is further compounded by various methodological issues 
and concerns which Brière (1992) has comprehensively examined and will be briefly 
summarised here:- usually reports of CSA involve retrospective and cross sectional 
studies which have their limitations. CSA is often designated as an independent 
variable determined by respondents’ reports of subsequent distress and psychological 
symptoms. However correlational data does not imply causation and there is an 
ambiguity about which reported effects can be directly related to abuse, and which to 
other variables such as having lived in polyabusive families (Courtois, 1993). Brière
(1992) notes that retrospective reporting may in fact be affected by current distress, 
the symptoms of which may vaiy across time, due to sleeper effects, whereby 
survivors appear unimpaired by their childhood trauma at the time of the study. 
Moreover reporting abuse may be hampered by traumatic memories—denial, 
amnesia, avoidance of intrusive memories—and result in false negatives so that 
respondents who claim not to have been abused may be inadvertently placed in non 
abused control groups. There is also a slight possibility of false positive reports due to 
unintended suggestion where respondents confabulate their previous experiences of 
having been abused. Many research studies use outcome measures which vary in their 
sensitivity to picking up abuse specific symptoms of abuse and have been carried out 
on usually North American clinical populations which will limit generalisations to a 
wider culturally diverse population. Finally the evaluation or comparison across 
studies is also restricted by problems relating to wide variations as to what constitutes 
CSA which is not a single unitary parameter (BPS 1989) and does not have a 
uniformly accepted definition.
Hall & Lloyd (1993) point out that any definition of CSA should include aspects of 
the following:
• the betrayal of trust and responsibility
• the abuse of power
• an indication of the wide range of sexuality involved in the abuse
• the use of force and/or threats by the abuser
• the child’s perception of a threat even if the abuse is non-coercive,
non-threatening or non-violent.
The child’s inability to give informed consent and developmental immaturity
differentiates child sexual abuse from adult sexual abuse.
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Sgroi (1982) defines CSA as “a sexual act imposed on a child who lacks emotional, 
maturational, and cognitive development. The ability to lure a child into a sexual 
relationship is based on the all-powerful and dominant position of the adult or older 
perpetrator which is in sharp contrast to the child’s age, dependence, or subordinate 
position. Authority and power enable the perpetrator implicitly or directly to coerce 
the child into sexual compliance.” However this definition which stresses the 
importance of older adult perpetrator does not take into account recent research 
findings which found that between a quarter and a half of all reported abuses are 
committed by under 18 year olds (Smith and Bentovin, 1994). A more comprehensive 
definition is that of Kempe and Kempe (1984) who describe CSA as: “the
involvement of developmentally immature children and adolescents in sexual actions 
which they cannot give informed consent, and which violate the taboos of social 
roles.” Definitions are central as it is these which determine prevalence rates.
In the United Kingdom, Baker and Duncan (1985) using a Mori poll to survey 2019 
men and women aged 15 years and over, calculated a prevalence rate of CSA of 12% 
in females and 8% in males; their criteria included intercourse, genital touching and 
exposure to pornographic material. Kelly, Regan and Burton (1991) in a study of 6 - 
21 year olds, found that 47% had experienced some sort of sexually intrusive 
experience before the age of 18 years, and of these 59% were female and 27% were 
male. Finkelhor (1994) reviewed 21 studies and found prevalence rates ranging 
between 7 - 36% for females and 3 - 29% for men. It is difficult to estimate the 
numbers of sexual offenders as this behaviour is invisible and there is much 
undetected reporting and abusers deny and distort their offences and claim to have 
difficulties in recalling and recognising their abusing behaviours. Becker and Quinsey
(1993) found extremely high rates of sexual offending in their sample of 561 male sex 
offenders who reported carrying out 291,737 acts against 195,407 victims. As for 
compiling prevalence rates for female abusers, this is even more difficult largely 
because there appears to be a denial around the possibility that women too sexually 
abuse children and that sexual abuse is not “the exclusive preserve of men,” (Wilkins, 
1990, p. 1154) hence the dearth of studies on women sex abusers. There are several 
possible reasons for this “ultimate taboo” say Elliot, (1993,1997): sexual abuse has 
been placed in the context of male power and aggression; it is difficult and 
threatening to understand how women who are supposed to nurture and soothe 
children could possibly abuse their charges and it is easier to hide abuse under the 
guise of caring. It is not surprising therefore that there is likely to be an underestimate 
of the incidence of female sexual abuse because often the gender of the abuser is not
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asked for in studies, but is assumed to be male, and survivors are accused of 
fantasising due to professionals’ disbelief. Finkelhor and Russell (1984) calculated 
that female perpetrators were responsible for 5% of the sexual abuse of girls and 20% 
of that in boys. Elliott (1993), studying 127 survivors of female sexual abuse found 
that, of these, 42 female and 22 males said that their abusers had been their mothers. 
In 1997, at a Kidscape conference, Elliot reported that out of 110 male survivors of 
female sexual abuse, 73 said they had been abused by their mothers, and out of 288 
female survivors, 152 had been abused also by their mothers. However it was unclear 
as to how she has arrived at these numbers. Saradjian and Hanks (1996) estimate that 
1 in 100 girls and 1 in 100 boys suffer serious sexual assault in their childhood by 
older females. All these prevalence rates need to be reduced and the following 
sections will consider initiatives which have a preventive aim.
2.2.3 Children: CSA Prevention Programmes
CSA prevention programmes targeting children as an audience aim at primary 
prevention to prevent the occurrence of sexual abuse by communicating messages 
about what sexual abuse is, increasing awareness about perpetrators and enhancing 
the child’s repertoire of resistance strategies. Secondary prevention encourages the 
child’s disclosure thus breaking the silence and secrecy shrouding CSA. Both 
approaches, which vary in their style and medium, share three common themes which 
are to educate children about what sexual abuse is, warn them of potential offenders 
and offer some action in the event that attempts are made to sexually abuse them 
(Finkelhor, 1986) and these three themes will be considered and reviewed. Attempts 
to make the notion of sexual abuse meaningful to younger children have been 
conveyed by teaching body ownership through the Touch Continuum in order to 
differentiate between ‘good’, ‘bad’ and confusing touch (Williams, 1980; Hitchcock 
and Young, 1986) and such messages can be illustrated through theatre and role plays. 
These creative initiatives are commendable but, despite their intuitive appeal, not 
without difficulties. Translating concepts of sexual abuse to children requires 
consideration of whether to offer a narrow or broad definition as to what constitutes 
abuse, and furthermore complex rules about who can or cannot touch are often not 
understood by children (Subotsky, 1996). Touch that feels bad may be good, for 
example, examination or treatment by a doctor, and further limitations to this 
approach include confusing and ambivalent experiences of traumatic sexualization 
which can result in a blurring of affection and abuse such as when children have 
traded sex for affection from the abuser over time and come to see this as a normal
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way to give and obtain affection (Finkelhor, 1986). This view is held by Herman 
(1981). Other concerns raised by Finkelhor (1986) are that such approaches are 
oversimplistic as they do not take sufficient account of the possibility that they may 
engender negative views about sexuality and widespread fears of all adults in children 
who also lack sufficient practice in developing a vocabulary that would facilitate their 
discussing or disclosing sexual matters. Matching programme content to a child’s 
emotional and cognitive development may require further thought and research.
Another child focused preventive approach has been to warn children about potential 
sexual offenders. Kidscape, a UK pioneering organisation, founded in 1984, is 
committed to protecting children and one of the leaflets it uses as a resource is called 
‘Protect Children from Paedophiles’ where salient features about paedophiles, defined 
as ‘people who sexually abuse children’, are listed. For example, the leaflet notes that 
paedophiles may seem perfectly respectable and ‘nice’ ‘and that ‘paedophiles’ come 
from all classes, professions, racial and religious backgrounds’ and that they find 
victims by hanging round places children are likely to go, such as arcades, school 
premises and shopping centres. Whilst the leaflet does point out that 66% of 
paedophiles are mostly male and are known to the child, and even highlights the fact 
that most paedophiles are not strangers, its limitations are two fold: firstly there is an 
underemphasis on perpetrator characteristics which indicate that 43% of abusers are 
members of the child’s family (Ainscough and Toon, 1993). A 1998 analysis of 
telephone calls made to Childline (personal communication) confirmed that abusers 
were predominantly males, known to the children. Strangers were blamed for only 
5% of sexual abuse, fathers for 27% of CSA and the remainder of abusers appeared 
to be other relatives and friends. As there is a danger that a child might not be 
sufficiently warned against the possibility of abusers being located within the family, 
but might see ‘paedophiles’ as being ‘other’ i.e. strangers who are located outside the 
family, perhaps the reality of the existence of parental abuse needs to be spelled out 
clearly. Secondly, merely issuing leaflets warning that there are potential abusers 
about does not take account of theoretical models such as that of Finkelhor’s (1984) 
which suggest that there are four ‘preconditions’ necessary for the occurrence of CSA 
which are:
• there is a person who wants to abuse
• the person overcomes inhibitions about abusing
• the abuser gets the child alone
• the abuser overcomes the child’s resistance
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Salter (1995) has described how sexual offending is not accidental but is compulsive 
and repetitive, premeditated, well planned behaviour. Perpetrators access potential 
victims by forming ‘relationships’ with their usually vulnerable caretakers and by 
frequenting environments used by children whom they then target, groom, bribe, 
manipulate, threaten and abuse. These determinants make clear how solely warning 
children about the existence of abusers may be insufficient to prevent CSA In a 
similar way, since the abuser overcomes the child’s resistance, initiatives which aim 
to increase the child’s repertoire of resistance strategies may also be theoretically 
flawed. In terms of the effectiveness of such approaches there are inconsistent 
research findings which relate to the usefulness of teaching personal safety skills to 
children in addition to methodological limitations inherent in such programmes which 
include the lack of adequate outcome management, the reliability and validity of self 
reports to assess effectiveness and the generalisability of knowledge of prevention to 
actual behaviour (Li, 1997b). Wurtele and Owens (1997) reviewed data across 5 
studies where 406 pre-schoolers had been pre-tested on personal safety skills using 
‘what i f  situations and 2 vignettes, after which they were subsequently allocated to 
the Behavioural Skills training programme (B.S.T) or a control programme, and 
findings showed skill and knowledge gain in those children who had participated in 
the B.S.T programme. Whilst this might appear to support the effectiveness of such 
programmes these findings need to be appraised in the light of an earlier study by 
Pelcovitz, Alder, Kaplan, Packman, and Krieger (1992) who describe the failure of 
one such school based programme. In this case, 22 children aged 6-10 years were 
shown a film which depicted a sexually abusive situation during a period in which 
they were being abused by a worker at school. In spite of this they were subsequently 
unable to disclose the abuse to which they had been subjected and only 10 children 
remembered seeing the film. Such findings do raise concerns about whether it is 
possible to encourage disclosures in order to promote secondary prevention.
It may be that sufficient consideration is not given to the emotively threatening 
aspects of CSA, and there is an ethical issue in that whilst such programmes may help 
adults feel better (Subotsky, 1996) children could be lulled into a erroneous sense of 
security and are reassured that they themselves can prevent CSA. This is an 
inappropriate burden to place on the young and very young who might blame 
themselves further if, despite exposure to such preventive programmes, abuse still 
occurs. Another ethical dilemma relating to child focused preventive programmes is 
that there are insufficient comprehensive services to fully support children who do 
report actual or threatened abusive situations. This latter organisational dilemma is
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particularly pertinent with reference to the United Kingdom Childline initiative, 
whose emergency phoneline is frequently engaged and overused (personal 
communications from this author’s clients) and there is an under resourcing of 
additional essential back up services.
These limitations however are just that, limitations, for overall it is not possible to 
guarantee and ensure any child’s inviolability against the possibility of CSA 
Childline, and Kidscape should be applauded for at least raising awareness of CSA 
and safety programmes and resources such as books, e.g. Rouf (1989; 1991) and 
videos and leaflets which teach children body awareness and assertiveness skills 
encouraging ‘Yell, Run, Tell’. Nevertheless, Armstrong (1996) points out that even if 
children do say ‘no’, and tell, this can possibly increase the threats against them. She 
also poses the question of why potential and actual offenders are not taught to say ‘no’ 
and this highlights the need for abuser focused prevention.
2.2.4 Abuser: Preventive Treatments
The whole issue of the treatment of the perpetrators of child sexual abuse is crucial to 
any preventive perspective, particularly as research shows that untreated offenders do 
re-offend (Marshall and Barbaree, 1990). However, as noted in the previous section, 
CSA. is often undisclosed and unreported and this is one of the difficulties relating to 
the treatment of abusers. It is unlikely that abusers will present themselves to helping 
agencies but they are more likely to be identified through the police, legal and 
probation services. In order to work with abusers it is important to expand our 
knowledge of offenders. Salter (1995) has written and reviewed in detail the 
psychology of the sex offender (mostly male) and she reminds us that “the best 
protection against sexual abuse is understanding it” (p. 103). She distinguishes 
between nonsadistic and sadistic offenders and describes their thinking patterns which 
are often internalised by their victims so that any survivor treatment would require an 
understanding of the perpetrator’s behaviour. Araji and Finkelhor (1986) have 
reviewed research on perpetrators which offers explanations as to why they sexually 
abuse children and four complementaiy processes which occur with sexual abuse 
behaviour are postulated.
i) Emotional congruence, which is the ‘fit’ between the adult’s emotional needs 
and characteristics of children, so that the perpetrator might have low self 
esteem, and have himself have been abused and subsequent abusing might
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be an attempt at masteiy of trauma through repetition or identification with the 
aggressor.
ii) The perpetrator might have experienced an unusual pattern of sexual arousal.
iii) There might be a blockage in the adult’s ability to have his sexual and 
emotional needs met by adult heterosexual relationships.
iv) The perpetrator is disinhibited i.e. not deterred by normal prohibitions. The 
role of alcohol in sexual offending is implicated here.
Such theoretical frameworks have guided treatment programmes designed to reduce 
the specific symptoms of sexual offending so that offenders’ thinking errors, low self 
esteem, inadequate social skills, and substance abuse/disinhibition are addressed. In 
the United Kingdom, there have been recent attempts to reduce recidivism attempts 
through community programmes (Beckett, Beech, Fisher and Fordham, 1994; 
Morrison, Erooga and Beckett, 1994 and Craissati and McClurg, 1997) but long term 
treatment effects are still uncertain and as Young (1993) points out there is a concern 
that such programmes could contribute to abusers not taking responsibility for their 
actions, for example by seeing themselves as ‘sick’. There is also a concern about 
whether ‘treatment’ really can assure children’s safety or whether there is a remaining 
risk, particularly when it comes to making decisions about supervised or unsupervised 
visits to family members, and about whether it really is possible to read the warning 
signs as to potential relapse.
While female abusers are neither accurately identified nor well researched, in the UK 
Sarajian (1996) has carried out detailed research on female offenders (all white and 
Caucasian) and distinguishes between three types of women who sexually abuse 
children according to whether they target young children, adolescents or are coerced 
by men. She noted that all female perpetrators had been sexually abused in childhood 
and often targeted children who were of a similar age as they had been, (at the time of 
their own past abuse) seeing their victims as being similar to themselves. Female 
perpetrators tended to have poor childhood relationships with their parents whom they 
idealised at times and they inappropriately met the needs of their mothers. It is not 
possible, within the scope of this review, to provide detailed psychological 
characteristics of female perpetrators as presented by Saradjian who does caution 
against regarding profiles as being definitive. However some of her key findings are 
as follows: women who abused veiy young children experience little warmth or 
bonding with adults; women who abused adolescents described extremely negative 
experiences with men; women who were coerced into committing sexual abuse
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believed that they were giving pleasure to their victims. Saradjian points out that their 
are very few treatment programmes for female offenders, although Welldon (1992) 
has provided group psychoanalytic therapy for female abusers at the Portman Clinic, 
London in a treatment modality which mixes abusers with the abused and male and 
female genders as she feels that such group dynamics mirror the violence and 
antisocial actions of a family and afford unique opportunities for containment and 
insight. Welldon has noted that many of her patients were themselves sexually abused 
as children and the next section will focus on particular therapeutic interventions with 
survivors of CSA which can break such a cycle of abuse.
2.2.5 Abused: Preventive Therapy
It is important to state that survivors of CSA do not necessarily go on to abuse their 
own children (Hall and Lloyd, 1993) and this myth needs to be challenged. However 
many female survivors of CSA express fears, not only that they may become abusive, 
but also that they may not themselves be able to protect their own children. Such 
anxieties have been described by therapists who work in groups with women survivors 
(Adams, 1990; Sutton-Smith, 1992; Ainscough and Toon, 1993) Male survivors also 
communicate such fears but in fact many of the abused ‘heal’ themselves by working 
in human services where they will be able to protect children. Of course for some 
abusers the role of becoming protector and abuser is blurred as is evidenced by 
survivors’ stories of being abused by teachers, scoutmasters, clergy and therapists 
(Lew, 1993). The fear of internalizing one’s persecutors and becoming a perpetrator 
oneself through victimising others, or oneself, as in self-harming/acting out behaviour 
which prevents a survivor from being angry at their abuser since he/she is equally bad, 
can be explored within various therapies (Hunter, 1995). Ainscough and Toon (1993) 
have summarised survivors’ difficulties in relating to their children which may 
include having no feelings towards them, being unable to touch them or experiencing 
anger towards them. Survivors may be fearful and anxious for their children and over 
protective or feel out of control and unable to cope. Some therapeutic strategies 
which can be useful for survivors struggling with these issues can be Inner Child work 
(Parkes, 1990) whereby survivors can learn to look after their own unmet inner child’s 
needs which may better equip them for taking care of their own (outer) child. They 
can be recommended relevant books (Green, 1991) which can help them feel more 
confident in their parenting skills. Very often adult survivors of CSA are extremely 
unsure about setting limits since they have experienced authority and control as 
abusive (Sutton-Smith, 1992). Setting appropriate boundaries is also another aim of
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therapy with the abused as this can promote more adequate protection in terms of 
keeping children safe. Assertiveness training i.e. learning to say ‘no’ might also have 
an important role in terms of enhancing the survivor’s coping repertoires. Whatever 
the particular input, psychodynamic or cognitive and behavioural, it is crucial to 
provide a milieu where the survivor’s story can be told, witnessed and believed 
without blame, thus affording an opportunity for mourning the loss of a childhood 
characterised by betrayal and often fear.
2.2.6 Community focused prevention
Despite the previous individually focused mental health interventions, CSA continues 
to occur. It is postulated that any prevention will be limited whilst professionals do 
not theorise and position CSA within a wider socio-political framework which 
necessitates community-focused prevention. “Child Sexual Abuse does not happen in 
a vacuum. It comes out of the society in which we live” ( Smith, 1995, p. 156), hence 
the need to consider socio-cultural issues which promote and maintain its existence.
Rush (1980) and Armstrong (1996a) have documented how adult sexual interaction 
with children has been sanctioned by religion and law throughout history and 
throughout cultures. For example, fathers have sold their young daughters into 
marriage and currently there is a flourishing sex tourism industry whereby third-world 
children are bought by western men to enhance their holiday ‘pleasure’. Patriarchy is 
considered to be a root cause (Brownmiller, 1976) and reflection of (Young, 1993) 
sexual violence and Rush (1996) has noted how men are applauded for sexual 
aggression and women dishonoured by it. Within patriarchy, gender socialization 
encourages and prizes dominant behaviour in males who are taught to expect male 
privilege, and condones the controlling of ‘their’ emotions and ‘their’ children who 
must be kept subordinate. The sexual exploitation of women and children is linked 
with other sex crimes (Nelson, 1983), such as pornography (Svedin and Back, 1996) 
and prostitution (Levine and Madden, 1988; Silver, 1994). The media also tacitly 
colludes with this exploitation when children are depicted as sexual objects 
(O’Donohue, Gold and McKay, 1997) and child-woman notions of ideal beauty are 
portrayed (many girl models are barely out of their teens) and promoted.
Armstrong (1996a) considers CSA to be a political act arising from such damaging 
social practices and she criticises therapy professionals for accepting the ‘wounding’ 
(1996b, p. 300) arising from CSA and focusing on recovery techniques rather than
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advocating for societal change. She asks whether merely encouraging clients to 
repeatedly tell their stories is an avoidance of grappling with complex and key 
community issues which impact on CSA in order to protect against societal 
discomfort. Rush (1996) has also highlighted how therapy has undermined and 
trivialised early feminist endeavours to eliminate sexism and thus harm to children.
There are current community—focused initiatives which contribute to the prevention 
of CSA. Kelly (1988) conceptualises female vulnerability from deliberate 
victimisation, ranging from street hassling, flashing, obscene telephone calls to 
domestic violence and sexual abuse, as being on a continuum of sexual violence. The 
NSPCC has recently brought out a ‘call card’ for distribution to women at risk which 
details helplines and can be given out by health workers. It is not yet clear whether 24 
hour access to such services are envisaged. In the USA, during a King’s Fund 
sponsored visit to New York in 1995 to look at health care, the writer of this review 
was impressed at hearing about how carrier bags and sanitary packaging has been 
used for similar purposes.
However there is still much to do. It is my view that it is somewhat ironic that the 
1989 Child Protection Act, which enshrines guidelines for the protection of children, 
does not protect women who are responsible for the care of children. My 
recommendations would include much wider debates amongst all sections of the 
‘Community’ regarding the rights of women which appear to be eroded in a 
patriarchal society. Schools could have a role to play in challenging fixed gender-role 
socialization. Politicians, Criminal Justice System and the Media could play a 
powerful part in advocating for policies, laws and programmes that protect women 
and children from all forms of male violence. In Miami, Florida, USA there is a ‘no 
drop’ policy (Appio, 1995) whereby in cases of extreme violence court actions will 
not be dropped even if women change their mind about prosecuting their assailants.
As long ago as 1984 Ward suggested ‘naming blame’ whereby ostracism and public 
ignoring shamed abusers to the extent that it becomes socially impossible for them to 
get away with their abusing behaviour. This has recently been evidenced in the UK in 
the community’s recent rejection of paedophiles (such as Sidney Cooke and Robert 
Oliver who raped Jason Swift to death) following their release from prison. The 
public protested that firstly these men had been discharged from prison and secondly 
that they were to be rehoused adjacent to family dwellings. This debate is as yet 
ongoing and unresolved. The future challenge is how to balance the rights of
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offenders to freedom against the rights of the public to be protected from them. 
Debates about computer networks and kiddy pom (Rush, 1996) also reflect such 
concerns vis à vis an individual’s right to freedom of information versus the need to 
protect children from being lured into sex with adults.
It is a matter of concern that Psychologists do not yet seem to have made any 
significant contribution to these debates but continue to focus on individual focused 
prevention programmes. Sen and Daniluck (1995) warn therapists that it is not 
sufficient to work on an individual basis with survivors of CSA but that we have a 
responsibility to advocate for women and child protection policies.
As Jones (1991) writes: “Therapists, like ecologists, would do well to think globally 
but to act locally” (p. 83). This is perhaps the way forward—so that hopefully we can 
all run up river and stop the struggling, sinking and drowning of large numbers of 
children.
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3.1 Statement of Continuing Professional Development
I present a fuller biographical statement of my personal and professional development 
as a Clinical Psychologist in Section 4 (Research Dossier) and refer the reader to page 
124.
In this first part of Section 3 ,1 supplement my biographical account with details of my 
professional development across the following four areas:
3.1.1 Conferences and Courses attended since qualification in 1978 (B.P.S. Diploma 
in Clinical Psychology)
3.1.2 Professional Publications
3.1.3 Papers presented, training and other communications
3.1.4 Media work
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Sayal, A. (1987) “From Sunshine to Squalor.”
P. S I.G.E. April Issue No. 22.
Sayal, A. and Worrall, J. (1988) “Sharing the Caring - A Story of Co-operation and 
New Beginnings.”
“Social Work Today.” February Issue. Vol. 19 (23) p. 20-21.
Sayal, A. (1988) “Sharing the Caring - an attempt to instigate a staff support network 
in S.E. Staffs.”
P.S.I.G.E February Issue No. 25.
Sayal, A. (1988) “Strategies for preventing Burnout in Health Service Professionals.” 
“Twenty Two” - Magazine for the West Midlands Health Region. June Issue 
(14) p. 2.
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Sayal, A. (1989) “Coming off Tranquillisers.”
Women’s Health and Reproductive Rights Information Centre.
February Issue (3).
Sayal, A. (1989) “Black Women and Mental Health.”
Clinical Psychology Forum. August Issue. Vol. 22 p. 3-6.
Sayal, A. (1990) “Black Women and Mental Health.”
The Psychologist. Vol. 3 (1) p. 24-27.
Sayal, A. (1990) Review of “Transcultural Counselling in Action.”
In D’Ardenne P and Mahtani A (eds) Counselling Psychology Quarterly.
Vol. 3(1) p. 119-120.
Sayal-Bennett, A. (1991) “Equal Opportunities - Empty Rhetoric?”
Feminism and Psychology. February Issue. Vol. 1 (l)p . 74-77. 
Sayal-Bennett, A. (1994) Challenging Male Violence: - From Pain to Power “Behind 
Closed Doors.” Report of seminar held at Shire Hall Reading p. 23-28. 
Sayal-Bennett, A. (1996) “Diamonds and Rust” (with apologises to Joan Baez): The 
U.S. Health Care Experience.
Clinical Psychology Forum. March Issue (89) p. 22-23.
Sayal-Bennett, A. (1996) Review of “Transforming Trauma.” Anna C. Salter (ed)
The British Psychological Society Psychology of Women Section Newsletter. 
Spring Issue (17) p. 52.
Sayal-Bennett, A. (1996) Review of “Adult Survivors of Sexual Abuse: Treatment 
Innovations.” Mic Hunter (ed)
Clinical Psychology Forum. June Issue.
3.1.3 Papers presented, training and other communications
Sayal, A. Clinical Psychology in a Multi - Racial Society.
St. Clements Hospital, London, 1988.
Sayal, A. Services to Black Adults and Elderly People.
Division of Clinical Psychology, West Midlands Branch, 1988.
Sayal, A. Orgasms for All.
Bowden House Clinic, London, 1989.
Sayal, A. Working with Ethnic Minorities.
Wessex Training Course in Clinical Psychology, 1989.
Sayal-Bennett, A. Working with Ethnic Minorities.
Birmingham Training Course in Clinical Psychology, 1989.
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Sayal-Bennett, A. Anxiety Management and the use of Rating Scales for Assessment 
in Preventative Work.
Bowden House Clinic - GP Post Graduate Education Session, 1989.
London.
Sayal-Bennett, A. Discrimination Issues
Psychologists in the South West Thames Region.
Springfield Hospital, London, 1991.
Sayal-Bennett, A. Do women get a fair crack at the whip from Psychiatry and
Psychology?” Royal College of Psychiatrists - Chiltem and Thames Valley 
Division.
Bowden House Clinic, London, 1991.
Sayal-Bennett, A. Working with Asian Patients.
Bowden House Clinic - GP Post-Graduate Educational Session,
London, 1991.
Sayal-Bennett, A. Black Women and Mental Health.
XXV International Congress of Psychology, Brussels, Belgium, 1992. 
Sayal-Bennett, A. So you know about Gender, but what about Race?
Division of Clinical Psychology Trent Branch, 1992.
Sayal-Bennett, A. Race Issues in Clinical Psychology.
Cardiff Training Course in Clinical Psychology, 1993.
Sayal-Bennett, A. Suicide in Asian Women.
British Psychological Society’s Special Interest Group in Race and Culture.
St Clements Hospital, London, 1993.
Sayal-Bennett, A. Chair at Women and Psychology Conference.
British Psychological Society’s Special Interest Group in Psychology and 
Women.
University of Nottingham, 1994.
Sayal-Bennett, A. Challenging Male Violence.
Behind Closed Doors, Conference on Domestic Violence,
Shire Hall, Reading, 1994.
Sayal-Bennett, A. Project Amba - Poster Presentation.
Working Across Cultures.
St. George’s Hospital, London, 1994.
Sayal-Bennett, A. Project Amba - Poster Presentation.
Community Development, Health of the Nation,
King Edward VII Hospital, Windsor, 1994.
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Sayal-Bennett, A. Asian Women and Housing.
Berkshire/Oxfordshire Housing Conference,
Shire Hall Reading, 1996.
Sayal-Bennett, A. Project Amba - an alternative mental health service for Asian 
women.
Primary Mental Health Care: Transcultural Issues. Transcultural Psychiatry 
Society (UK).
Claybury Hospital, Essex, 1996.
Sayal-Bennett, A. Working with the Survivors of Child Sexual Abuse.
The Richmond Fellowship, London, 1996.
Sayal-Bennett, A. Suicide and Depression.
Sangathan - Asian Mental Health Network,
Confederation of Indian Organisations,
London, 1997.
Sayal-Bennett, A. Transforming Trauma - working with the consequences of 
Sexual Abuse.
The Richmond Fellowship, London, 1997.
Sayal-Bennett, A. Asian Women and Suicide.
Transcultural Mental Health Services - Current Developments.
National Forum for Mental Health.
University of York, 1997.
3.1.4 Media Work
Television
Race Relations. Central Weekend TV, 1992. 
Adultery and Orgasms. Central Weekend TV, 1993. 
Prostitution, Sex Life. UK Living, 1995.
Domestic Violence. The Cable Corporation, 1995. 
Dear Nick. Workhouse TV, 1995-1996.
The Time. The Place. I.T.V, 1996.
Testosterone. Central Weekend TV, 1996.
Culture Conflict. UK Living, 1996.
Kilroy. BBC, 1996.
Dr Love. Central Weekend TV, 1996.
Esther. BBC, 1997.
50
Radio
Project Amba. Radio Berkshire, 1994.
Asian Women and Suicide. Radio Berkshire, 1995.
In Living Colour - Project Amba. BBC Radio 4,1995.
Domestic Violence. Viva Radio, 1995.
Road Rage. Radio Berkshire, 1996.
Asian Women and Suicide. Star Radio, Thames Valley Radio, 1996.
Asian Women and Domestic Violence. Aaj Kal, Radio BBC, Thames Valley, 1996. 
Project Amba. BBC, Thames Valley Radio, 1996.
Battered Asian Men. Greater London Radio, 1996.
Violence in the Home. BBC Radio 5, Five Live, 1996.
Asian Youth & Sex. Aaj Kal, Radio BBC, Thames Valley, 1996.
Asian Women & Bulimia. Aaj Kal, Radio BBC, Thames Valley, 1996.
Shopping. BBC, Radio Leicester, 1997.
Lunchtime News Programme. BBC, Thames Valley, 1997.
Video Violence. BBC, Asian Network, 1997.
Obsessive Compulsive Disorder. BBC, Asian Network, 1997.
Abortion. BBC. Asian Network. 1997.
Family Reunions. BBC, Asian Network, 1997.
Seasonal Affective Disorder. BBC, Asian Network, 1998.
Assertiveness. BBC, Asian Network, 1998.
Family Feuds. BBC, Asian Network, 1998.
Tension Headaches. L.B.C, 1998.
Expressing Affection. BBC, Asian Network, 1998.
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PROJECT AMBA H994 - 19%1 
A PSYCHOLOGICAL SERVICE FOR
ASIAN WOMEN IN SLOUGH
3.2.1 Introduction
In 1993, after 15 years of work as a Clinical Psychologist, I was appointed as Head of 
Adult Mental Health Psychology Services for the East Berkshire Community National 
Health Service Trust. One of the first clients referred to me, by a white clinical 
psychology colleague, was an Asian woman, and I was asked to give advice on her 
therapeutic management on the basis of my expertise in working with ethnic 
minorities.
Mrs A, a Sikh lady, had been sexually abused a few years ago by a holy man she had 
consulted for treatment of her infertility. She had told no one. On the eventual birth 
of a child, she was diagnosed with ‘postnatal depression’. She was tormented by 
obsessive sexual ruminations and her hitherto strong religious faith had been 
shattered. Mrs A was plagued with guilt and despair. She was taking psychotropic 
medication from the psychiatrist and receiving cognitive behaviour treatment from my 
colleague. The day I saw her and witnessed her suffering she had been transferred 
from out-patient to in-patient status. She was to have ECT. A few days later she was 
found dead by drowning in a hospital lake. She left two young children.
Mrs A’s tragic death indicated to me that, in some way, there had been a failure of 
mental health services to respond to her needs.
Project Amba was my memorial to her, and was initiated and developed to find out 
how people like Mrs A could be helped and possibly prevented from taking their own 
lives.
3.2.2 Translating Policy into Action
Simultaneously, at the time of Mrs A’s suicide, one of my tasks had been to make a 
presentation to Psychological Services on ‘The Health of the Nation Key Area
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Handbook on Mental Illness’ (Department of Health, 1993a) in which the 
Government had set the following targets. These were:
to improve significantly the health and functioning of mentally ill people 
to reduce the overall suicide rate by at least 15% by the year 2000 
to reduce the suicide rate of severely mentally ill people by at least 33% by the 
year 2000
An analysis of Ethnicity and Health (Department of Heath, 1993b) revealed that the 
excess of suicides amongst Asian women is greatest among the young, the rate in 
Asian girls aged 15-24 years being more than double the national levels and at ages 
25 - 34 years being 60% higher than the general female population.
3.2.3 Service Aims
These statistics, together with the suicide of Mrs A, called for an understanding of the 
reasons behind the high suicide and attempted suicide rates in Asian women. Why 
were women like Mrs A choosing death and not life? Also it seemed imperative to 
ensure that the psychological needs of Asian women were addressed by service 
providers who were charged with delivering mental health services to Britain’s 
multicultural society.
3.2.4 Rationale
My clinical impressions had suggested that Adult Mental Health Psychology clients 
did not reflect the local cultural diversity of the 27.7% ethnic minority population in 
Slough (OPCS, 1992) and the first challenge was to implement a more equal access to 
the service. There were many policy initiatives relating to the health needs of ethnic 
minority populations which could be harnessed in order to make a case for the 
provision of a culturally sensitive therapeutic service. For many years Clinical 
Psychology Services have been organised into specialities which take account of 
clients with special needs: Older adults, HIV and Aids services. Rehabilitation, 
Learning disabilities. Children and adolescents. Neuropsychology and General 
Medicine.
The Black Report (Townsend, 1980) had commented on race and ethnicity as 
dimensions of inequalities in health. Patel (1988) had stressed the need to incorporate 
strategic planning of services for ethnic minorities into mainstream provision. The 
introduction of the ‘Patient’s Charter’ (Department of Health, 1991) was an attempt to
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make the National Health Service more user friendly and informed patients to expect 
that their privacy, dignity and religious and cultural beliefs would be respected “at all 
times and in all places” (p. 6). The 1992 Annual Report of the Chief Medical Officer 
(Department of Health, 1992) had expressed the sentiment that health ministers were 
fully committed to ensuring equality of access to the health services for members of 
black and ethnic minority communities. The following year, the Kings Fund Centre, 
the NHS Management Executive Mental Health Task Force and the Prince of Wales’ 
Advisory Group on Disability reporting on “Mental Health and Britain’s Black 
Communities” (Wilson, 1993) suggested that options for good service practice should 
include the contracting out of services to providers who can appropriately meet the 
cultural needs of black service users, the clinical assessment of black mental health 
clients based on an understanding of cultural diversity and government funding for 
research into alternative and appropriate models of treatment for black service users 
from a black perspective.
Another Kings Fund publication: “Health and Race - A Starting Point for Managers on 
Improving Services for Black Populations” (Gunaratnam, 1993) posed the question: 
“Are there provisions for transcultural therapy and counselling for Black patients?” 
(p.35) Health policy makers had indicated a concern with taking seriously the health 
needs of ethnic minority populations, and existing polemic confirmed the relevance of 
a service dedicated to meeting a gap in service provision which in this case was in the 
area of race and mental health. Moreover, Fernando (1991) has documented the 
unsatisfactory mental health treatment received by blacks and ethnic minorities who 
are more often diagnosed as schizophrenic, compulsorily detained under the Mental 
Health Act, admitted as offender patients, given ECT and high dosage medication and 
not referred for psychotherapy These facts supported the need for a special service for 
ethnic minorities.
3.2.5 Securing a Clinical Service
Coincidentally, in August 1993, a glance through the “Health Service Journal” 
revealed an advertisement for a ‘Health of the Nation’ officer in Berkshire which 
suggested local interest in this initiative. It seemed crucial to make a ‘creative 
alliance’ (Department of Health, 1993c) so the chance was seized to follow up the 
telephone contact through which a meeting with Berkshire’s Director of Public Health 
was scheduled for the following month.
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Advising purchasers is a part of Clinical Psychologists’ remit (Kat, 1992); hence the 
proposal to the Director of Public Health that there was a need for developing an 
accessible local mental health service for Asian Women and their families, with the 
aim of reducing the number of attempted and actual suicides, in line with national 
stated targets. The individualistic premises of the ‘Health of the Nation’ were not 
without criticism as they did not contextualise other health determinants including 
low income, poor housing and racism: ‘variations’ in health are euphemisms for 
inequalities (Public Health Alliance and Radical Statistics Health Group, 1993). 
Nevertheless there was a Department of Health policy framework for the 
implementation of strategy in the NHS. The Director of Public Health stated that 
Berkshire had a fund of money for ‘Health of the Nation’ service initiatives. The next 
task was to put together a successful bid for funding, the maximum sum available 
being £10,000. I set to work completing the bid. The first heading required a title for 
the project and a fitting name surfaced into my consciousness: AMBA, an Indian 
Goddess who symbolises power, positive strength and healing energy.
The objectives of the Project were two fold:
1) To provide multi-lingual counselling support to Asian women in Community 
settings, as a sensitive and respectful adjunct to traditional mental health 
services.
2) To cany out research into the psychological factors associated with the high 
attempted suicide rates amongst Asian Women, and also with recovery, in 
order to identity more effective ways of helping these women.
The bid was successful and the award would be made on April 1st 1994.
3.2.6 Project Planning
Two interconnected tasks lay ahead: firstly to reflect on good practices in mental 
health that could inform and illuminate Project Amba’s path, and secondly to recruit a 
Counsellor with personal and professional qualifications which could facilitate and 
support the project’s aims and objectives. Sensitive mental health service provision 
will reflect the needs of people who live in the real world and include therapists who 
recognise and attempt to transform the powerlessness than can result from being a 
black person in Britain today. There existed several initiatives which attempted to do
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this and demonstrated that anti-racist perspectives could translate into a user friendly, 
front line psychotherapeutic service for the multi-racial community, living in 
London’s inner cities where psychological and interpersonal problems can be 
compounded by inequalities, poverty, racism, unemployment, lack of childcare 
facilities and limited education and recreational choices, and these were the role 
models which influenced Project Amba’s strategic planning.
The White City Project
In 1980, Sue Holland (1991,1997) a pioneering community clinical psychologist, set 
up a preventative project in mental health in the White City estate, which is home to 
many black residents. This was her neighbourhood and she forged close links with 
the tenants and professionals on the estate, targeting depressed and distressed 
disadvantaged women, 40% of whom were black, and encouraging self-referral to a 
brief focal psychotherapy service which was multi-disciplinary, multi-ethnic and 
highly skilled. She developed a ‘social action psychotherapy’ whereby depressed 
women move through stages of social and psychotherapeutic experience, from being 
passive patients on drugs to being part of socially active educational and mutual help 
groups and networks. Psychotherapy resulted in increased self-awareness so that 
private symptoms were transformed into public action. Throughout the 1980s the 
White City project achieved symptom relief, a change in consciousness and ‘an 
empowered group of ex-clients who continue to run their own neighbourhood 
women’s mental health counselling, advocacy and support service and crèche, all 
funded by the Council. This radical ‘socio-psychotherapy’ confronts not only psychic, 
but also social oppression, and highlights the importance of a political dimension to 
care for those who are disempowered.
The Shanti Project
In 1988, West Lambeth Health Authority modelled the ‘Shanti’ project on Sue 
Holland’s work. Situated on a small working class housing estate in the heart of 
Brixton, and run by a multi-racial, inter-disciplinary team of women, Shanti aimed to 
deliver inter-cultural psychotherapy to women who have traditionally been excluded 
from therapy on the basis of race, class, age, sexuality, disability or language. 
Self-referral was encouraged and clients had a choice between sixteen weeks of 
individual therapy or more long-term group therapy.
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Sixty women were evaluated and followed up a minimum of two years after therapy. 
In terms of average overall outcome across practical issues, family of origin, 
self-perception, relationships, emotions and understanding, 77% of the sample 
showed an improvement and in 89% of these cases the change could be attributed to 
‘Shanti’ (Reader, 1993). Whilst the subjective experience for clients engaged in 
short-term psychotherapy was positive, the evaluation on more objective measures is 
not clear although 70% of clients were said to have improved on the General Health 
Questionnaire and 91% on Beck’s Depression Inventory (Mills, 1996). Nevertheless 
Shanti’s accessibility and ethos continues to attract and engage ethnic minority 
women, and is now securely funded by the local NHS Trust.
The Most Project
Between September 1989 and May 1993, the Maudsley Outreach Support and 
Treatment team offered help to vulnerable people with long term mental health 
problems from a base in a local high street shop front facility, in a deprived area with 
a large ethnic minority population for whom an accessible and acceptable service was 
provided (Moodley, 1995). Clients aged between 18-65 years had been diagnosed 
with a major mental illness of at least one year’s duration, were believed to be at risk 
of further ‘illness’, and were seen weekly — at home, at the team base or in the 
community — by members of a multi-disciplinary team, who initially were black 
practitioners. Counselling and supportive psychotherapy were an integral part of 
patient-worker interaction whose mutual agenda was that people should remain well 
and out of hospital. 60% of the sixty-nine clients seen were black, 90% of the total; 
patients were successfully engaged in treatment, and there were no violent incidents 
nor suicides, a substantial success, given that these patients had been believed to be 
unengageable by others in local mental health services. Most’s service encompassed 
values that encompassed respect, client-centredness, ‘personhood’ not patienthood. 
People were encouraged to do for themselves, rather than have done for them, and had 
the right to make informed choices about their lives without losing support if they did 
not choose to conform to particular therapeutic endeavours.
Project Amba service values
Project Amba service values were influenced by the above projects. Key values from 
the White City and Shanti Projects included developing an initiative that belonged to 
the ‘community’ and would utilise brief psychotherapies that would link individual
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distress to the wider socio-political context rather than pathologising the individual 
woman. The Most Project had emphasised the importance of ‘personhood’ and an 
individual’s right to make choices about their lives and therapy and these values were 
also prioritised. A final influence was the ethos reflected in the ‘quality statement’ of 
the North General Hospital in Harlem, New York which the Psychologist had visited 
on a Kings Fund exchange to look at American health care systems, a hospital which 
really did appear to demonstrate and encompass the following values:
respect recognising the worth, diversity and importance of each other, 
the people they served and the organisation 
compassion caring about others and respecting their feelings
integrity striving to seek the highest ethical standards
efficiency managing resources prudently
excellence working together to be the best they could
Service Components
An ‘essential’ characteristic on the Project Amba Counsellor would be an adherence 
to the above values. Although evaluation of the Shanti project (Reader, 1993) had not 
shown a relationship between therapeutic outcome and client-therapist matching in 
terms of race, it seemed desirable that Asian women clients should have the choice of 
sharing their feelings of distress with another Asian woman. The therapist’s ability to 
reassure the client that he/she is understood can influence therapeutic outcome 
(Fatimilehin, 1989) and credibility is most readily achieved when the level of 
perceived similarity between therapist and client is high (MacCarthy, 1988). Shared 
minority experience and matching can lead to better empathetic understanding and 
lessen the power imbalance (Gumani and Sayal, 1987). A similar argument for 
female client-therapist pairing in Women Centered Therapy has been made (Ernst and 
Goodison, 1981) and so the recmitment of an Asian woman Counsellor seemed 
desirable. However, merely having a shared understanding of culture and racism does 
not prevent a black therapist from manifesting conscious or unconscious racism in the 
same way that a white therapist might hold an unhelpful stereotypic view about black 
people. Moreover, therapists’ claims of ensuring neutrality within a therapeutic 
context can lead to an avoidance of any discussion of transference issues relating to 
racism and sexism, despite the obvious fact that power organises the way in which 
people interact with each other (Thomas, 1992). It is important that transcultural 
work is not left to be the sole responsibility of black practitioners and the Nafsiyat 
Intercultural Therapy Centre (Kareem and Littlewood, 1992) does not advocate the
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intercultural matching of patient and therapist, nor do D’Ardenne and Mahtani (1989) 
in the context of transcultural counselling. My view is that ethnic minority clients 
should at least be offered a choice of therapists from a similar ethnic background but 
the continuing national shortage of Clinical Psychologists and Counsellors from 
ethnic minority backgrounds as yet pre-empts the application of such a principle to 
mental health services.
3.2.7 Phase 1; Development, recruitment, launch, premises and referrals
Having decided that the Project Amba Counsellor would need to be an Asian Woman, 
who adhered to the previously described service values, fluency in several Asian 
languages to facilitate accessibility and communication was also felt to be a genuine 
occupational qualification weighed equally with a job specification of demonstrable 
counselling skills. In February 1994 an advertisement was drawn up with the help of 
the Trust’s Personnel department and such positive action in terms of recruitment was 
in accordance with the 1976 Race Relations Act, and used the Commission for Racial 
Equality’s guidance (CRE, 1992) on the operation of this act which aims to eliminate 
racial discrimination in employment. The post was advertised in the local paper and 
one applicant was shortlisted, and interviewed and an appointment was made.
Launch
Although the successful applicant was unable to commence duties until May 1994, 
her commitment to the project was such that two days after interview she helped 
introduce Project Amba to the community of Slough. The Trust, together with 
Berkshire Family Health Services Authority, had been planning an ‘Asian Health 
Day’, the purpose of which was to demonstrate a commitment to responding to the 
diverse health needs of local community particularly in terms of forging links between 
East Berkshire Community Health Trust service providers, including health visitors, 
dieticians, speech therapists, podiatrists and psychological services and the Asian 
community. The event had been promoted locally, and posters were in evidence in 
the High Street. The Asian Action group had lent their centrally based premises to 
enable health workers to set up stalls displaying their services where they would be 
available to respond to inquiries, suggestions and concerns from members of the 
public, service users and representatives from voluntary and statutory services and 
local businesses. The Project Amba stall introduced its new service by means of 
leaflets (Appendix One) and posters and Psychologist and Counsellor canvassed
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opinions informally from the many people who browsed through the ‘borrowed’ 
bookstall of Urdu, Punjabi and Hindi books and picnicked on samosas, bhajias and 
various sweets purchased with funds allocated by Berkshire FHSA. There was great 
interest in the project and its aims and the response confirmed that such an initiative 
was needed.
Radio Berkshire broadcast a live interview with myself from the launch and this 
timely media coverage ensured the development of further contacts with the following 
local groups:
Langley College of Further Education 
Thames Valley Police’s Domestic Violence Unit 
Asian Womens Refuge 
Social Services
CP’s and other Primary Health Care Professionals 
Samaritans
Slough Child and Family Centre 
Thames Valley University 
National and Local Media 
Community Health Council 
Solicitors
News of the service spread and the local press was eager for more information about 
the new initiative. The resulting newspaper features in the Slough Observer (Brinton, 
1994) and India Mail (Desai, 1994) only served to increase the formal and informal 
self-referrals to Project Amba.
3.2.8 Phase 2:Qperational issues
Whilst Psychology headquarters had become more welcoming towards Asian clients, 
the next challenge was to improve and increase access to the service and to ensure its 
survival through income consolidation as the initial grant would only fund six sessions 
of Counsellor input up until the end of March 1995. Nationally and within the Trust 
some therapy services were gradually moving out of hospital settings and into primary 
care to enable patients to access secondary services more conveniently at their GP 
practice. Several local Asian GPs who had expressed an interest in Project Amba 
enquired about practice based counselling, with the result that new GP purchaser
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contracts were negotiated and secured, augmenting the budget and enabling an 
increase by two sessions of Counsellor input thereby expanding the service.
Boundary issues
Within a short time, however, concerns about primary care clinical confidentiality 
were raised by the Counsellor and clients alike: several clients stated that they did not 
wish to be seen at the GP surgery where they might be observed by friends or family 
going into the Counsellor’s room; moreover they were concerned that staff, known to 
them, would have access to their medical file which contained notes made by the 
Counsellor. The Counsellor also expressed concern that on occasion she was asked to 
disclose strictly confidential information to staff who were involved with the client’s 
extended family, and that this was inappropriate. She was also unhappy at the number 
of health practitioners using one set of medical notes, where counselling sessions were 
recorded. An attempt to resolve these confidentiality issues and establish safer 
therapeutic boundaries was to give primary care clients a choice of being seen in the 
psychology department where a separate administrative system was set up to enable 
clinical notes to be filed securely. Confidence in the service needed to be 
safeguarded.
Whilst in principle a formal referral from a professional was required in order for 
women to access the service, in practice this did not always happen. ‘Potential’ 
clients were introduced to the service by ‘official’ clients and would sometimes drop 
in unannounced. Moreover, for many women the act of ‘going out’ alone was 
unusual, and so they would come to our team base only when circumstances 
permitted, for example when they could slip out unobtrusively. Interestingly they 
would often tell relatives and/or partners that they were going to a sewing class rather 
that disclose the purpose of their hospital visits. When we explored this further with 
them, explanations ranged from perceived shame and stigma that surrounded seeing a 
Counsellor, to their attempts to maintain confidentiality. We continued to stress the 
importance of keeping scheduled appointments, but there were times (for instance, if 
a woman was in crisis) when we responded, if possible, albeit very briefly, to their 
need to be heard and supported. Whilst therapist work is structured by diaries which 
allocate clear boundaries in terms of client times, this therapeutic demand could not 
be met by all clients at all times. We endeavoured to allow for some flexibility and 
strove not to be judgmental or punitive. If women were accompanied by their small 
children we would have to weigh up the advantages and disadvantages and the ethical
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implications of allowing the children to stay and listen to their mother’s distress, or 
turning the woman away. Throughout the life of the project, particularly after news 
and radio features, volunteers would contact us with offers to help around childcare 
and transport. However, as I could not satisfy myself that risk management, child and 
client protection issues would be adequately ensured, and as I retained a sense of 
ultimate responsibility and accountability for the service, I did not think it appropriate 
to accept such offers of help. These difficult dilemmas remained unresolved. It was 
clear that a ‘drop-in’ service and childcare were needed, but any expansion in service 
provision would require additional monies in order to increase staffing levels from 0.8 
w.te (whole time equivalent) Counsellor and 0.2 w.te Consultant Clinical 
Psychologist as we were beginning to struggle with increasing demands on the 
original counselling remit due to the increasing expectations of the service. Clinical 
sessions were provided at hospitals, primary care, social service and domicilary bases 
and we also maintained a presence at case conferences, ward reviews, and care 
programme meetings, largely in consultancy and advocacy roles. We highlighted the 
inappropriateness of mixed psychiatric wards for female clients who had described 
their fear at sleeping near pyjama clad men. We also acted as cultural interpreters and 
link workers, communicating between clients, their families and mental health 
professionals. There was one more boundary issue: as NHS employees, the receiving 
of any gifts is actively discouraged. This sometimes posed a dilemma when clients 
expressed their gratitude and appreciation to us by giving us Indian sweets and 
savouries. Such offerings were usually accepted as it was felt that to refuse would 
constitute an act of rejection, and we recognised from our own experiences that the 
preparation and sharing of food in Asian culture can be a way of connecting with 
others.
3.2.9 Phase 3: Developing Clinical Practice - from naive expert to 
sociopsychopolitics
Encountering alternative models
Eastern culture’s thinking about human life is not dominated by the mind-body 
dichotomy. In general, integration, balance and harmony, both within oneself and 
within the family or community, are considered important aspects of mental health as 
are acceptance, protection and caring. This is in contrast to the western mental health 
model which privileges self-sufficiency, efficiency and individual autonomy 
(Fernando, 1995) and is transmitted through United Kingdom mental health training.
62
In other words, an eastern perspective emphasises the primacy of ‘we’, whereas a 
western perspective emphasises ‘me’ so that individual needs are considered 
paramount to the needs of others. This can be illustrated by the popularity of 
Assertiveness Training, a method of teaching people to assert their rights in 
preference to pleasing others in order to break patterns of co-dependency. (Dickson, 
1982; Norwood, 1985; Stafford and Hodgkinson, 1991; Lindenfield, 1992). While 
such a therapeutic stance may have been appropriate for white clients, this was not 
necessarily the case for our Asian clients, both male and female. For men there is a 
cultural expectation that sons, especially the first bom, will demonstrate duty and 
respect by providing for their elderly parents’ financial and residential needs, but at 
times this was greatly resented by their wives who would plead with their husbands to 
establish separate dwellings for their in-laws in order to create a more peaceful and 
autonomous lifestyle for the new family. The men were caught in the middle of an 
extended family tug-of-war, struggling between personal and family needs. Learning 
to be assertive to members of the family could not change the deep and cultural rules 
which governed complex life choices.
For women too, consideration of the views of wider family systems impinged on their 
choices and decisions and these were explored within therapy sessions. For example 
if a woman was considering leaving her marriage, the consequences of this action 
would be anticipated in terms of further possible rejection from her own family who 
would also bear their daughter’s shame and possibly be ostracised themselves by 
disapproving others. It was therefore crucial to inquire into the alternative supports 
she might require subsequent to her possible departure. As we endeavoured to be 
accepting of whatever choices our clients made or did not make, so too we accepted 
that we were by no means the only ‘experts’ consulted for the purpose of alleviating 
distress. Complementary problem solving strategies included ayurvedic medicine 
which aimed to restore balance in humoral disequilibrium, religious worship, not just 
prayer and the singing of bhajans, but also the ingesting of vibhuti — an ash with 
restorative properties attributed to Sai Baba — palmistry, herbalism, and astrology.
These fascinating and reportedly effective additional treatment choices were given a 
place in the clinical dialogue, hopefully incorporating an integrative 
psychotherapeutic framework in our work which allowed some synthesis of 
movement between western and eastern representations of distress and potentialities 
for healing. We two therapists, charged with delivering this unique psychological 
service to Slough’s Asian community, were also Asian women who believed that life
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experiences and “conscious subjectivity” (Hammond, 1988, p.75) had relevance for 
not only our personal but also our professional lives, and so at times appropriate 
self-disclosures were shared.
Group work
In addition to individual therapeutic work, in September 1994, we also initiated an 
‘Amba’ group. This was in response to a growing awareness of some women’s 
feelings of isolation and loneliness due to a lack of supportive relationships which 
clearly impacted on their current mood state and longer term treatment prognosis. It 
seemed crucial to assist such clients in building community networks which could be 
a source of additional informal help. Close working relationships which had been 
developed with the Slough Child and Family Centre had led to a generous offer of a 
crèche and a large group room and this was the venue for sessions. The only criteria 
for admission to the group was that clients wished to try this treatment option and 
were experiencing childcare difficulties. Their eligibility for continuing individual 
therapeutic work was not jeopardised and a few women attended group and one to one 
sessions each week. The purpose of the group as described on the flyer (Appendix 
Two) was ‘to share and care, and hear and heal’ and a non-directive therapeutic 
approach was taken by the Psychologist and Counsellor who used an eclectic mix of 
therapeutic techniques according to group need and endeavoured to create and 
maintain a containing and safe therapeutic environment where links were made 
between the internal and external world. Anything and everything was discussed: 
from depression to racial harassment, to parenting, to negotiating conflicting cultural 
demands, and challenging individual prejudices. It was a privilege to witness the 
transformation of personal pain into reclaimed personal power. The women 
developed close friendships, which were actively encouraged and they acted as 
informal advocates for each other. They themselves decided that latecomers or 
unexpected arrivals (other friends) would be admitted to sessions and whilst the group 
facilitators pointed out the potential threat to boundaries, group members felt 
sufficiently empowered to make a case for flexible accessibility to these sessions. 
Such a departure from usual group process did not appear to detract from group work.
Research
Our Clinical Practice was already a pre-pilot investigation where Asian women told us 
about their lives and mental health. During therapy and counselling we informally
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asked questions about health and well being, religion, caste, identity, the expression of 
emotions within the family, details about immediate and extended family, racism, 
divorce and separations and abuse (Appendix Three). The lives of Asian women in 
Slough contradicted the popular stereotypes which was not unexpected: affairs did 
occur, marriages were self-determined, not arranged, and drugs and alcohol were 
abused. The research section (4.1) of this portfolio provides more detailed accounts 
of the clients’ lives.
"Telling a story is validating for her,” wrote a therapist at Shanti (Mills, 1996, p. 223) 
and we too had already witnessed the value of self-disclosure. As part of our pre-pilot 
work we experimented with a method of stoiy telling which partly involved using 
visual triggers to elicit memories, which connected the past and present. 
Collaborating with Andrew Knight, a colleague from the Health Promotion 
Department, we helped design a pictorial representation of scenes of South Asian 
village and town life, and of a terraced house in Slough. We asked women to recount 
their journeys from their previous ‘home,’ actual or ancestral, to their present abode 
(Appendix Four) and ethnically diverse figures were also displayed so that women 
could choose people who were significant in terms of help and hindrance on the 
journey. We called this free-association type methodology “Apne Khani”, (our story) 
and several women volunteers informally helped us to investigate whether useful 
qualitative data collection might result from this method, even agreeing to participate 
in two hour appointment sessions with the Counsellor which were videotaped, with 
their consent, by our Health Promotion colleague, through a one way screen. Such 
sessions were powerful and emotionally charged for clients and therapist alike, as 
volunteers disclosed information that had not yet surfaced in previous counselling 
interviews which had often been therapist rather than client led, unlike in the ‘Apne 
Khani’ setting: one women spoke about being sexually abused by a male servant in 
India, another about the cruelty of a stepmother, another about a recent termination of 
a pregnancy due to financial worries, and her long term childhood hospitalisation due 
to a curvature of the spine, an episode she cherished as it was a rare episode in feeling 
cared for and protected. The women’s recollections required little prompting, 
although they were responses to the Counsellor’s initial instructions to study the 
‘Apne Khani’ materials which could represent their own or their parents’ emotional 
and physical journeys from South Asia and Africa to the United Kingdom. The 
development of the ‘Apne Khani’ interview, whilst not meeting criteria for scientific 
rigour in terms of methodology, did provide valuable researcher insights which would 
guide the eventual construction of the research interview (see section 4.1.7). The
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potential for increased clinical practice and research was exciting but at the same time 
restricted by a work load prescribed by the two workers limited sessional input to the 
Project. However, being a budget holder was fortuitous, and due to a reduction in 
sessions by one member of the Adult Mental Health Team, I was able to make up the 
Counsellor’s sessions to full time. Meanwhile, the Trust was asking for bids from its 
‘Innovations’ fund (Appendix Five) to a maximum of £10,000. This was extremely 
timely but unfortunately could not fund staff. An application form was hurriedly 
completed listing new ideas. The three suggestions for improving client care were:
1) An Amba Telephone Helpline for isolated, distressed Asian women for 
whom English was a second language, in order to promote accessibility.
2) A Peace and Prayer Garden to be created from the old hospital training centre 
garden, to be a spiritual retreat for all members of the community and offering 
gardening and herb cultivation activities.
3) An ‘Amba House’, refurbished from the unused training centre, offering 
sanctuary, a library, toy box, exercise and cooking rooms, in order to increase 
the range of therapeutic options available to the Asian community. The house 
would be a space where complimentary facilities could be offered for mental 
and physical well being.
In October 1994, the East Berkshire Community NHS Trust offered to create the 
Peace and Prayer Garden “as a spirtual retreat for patients, carers, staff and the 
community in general” to the cost of £5000.
However the project would need further funding if it was to continue after March 
1995 and it was imperative that a case be made to Purchasers, i.e. the Berkshire 
FHSA, for a long term specialised Psychological Service for the Ethnic Community. 
It seemed important to raise Project Amba’s profile nationally, firstly to disseminate 
information and learn from other workers in the field, and secondly to harness extra 
support which might hold some weight with the Purchasers. Project Amba and her 
women’s voices needed to be heard.
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3.2.10 Expanding Media and Community Relations
In October 1994 we presented an illustrative Amba Poster (Appendix Six), depicting 
the hopes and aims of our work at a ‘Working Across Cultures’ conference at St. 
Georges Hospital, London. Much interest and congratulations were expressed by the 
audience which strengthened our resolve to survive. By then, although 
disappointingly, a continuing source of funding from the Berkshire FHSA had not 
been secured, it had been possible to ringfence the Counsellor’s contract for another 
year by renewing and developing GP contracts for counselling in primary care. In 
May 1995, our poster was chosen to demonstrate the Trust’s commitment to 
community empowerment and displayed at a Berkshire wide conference on ‘Health of 
the Nation means Community Development’ to which representatives from the 
Berkshire Health Commission (formerly the Berkshire FHSA) i.e. Purchasers had 
been invited.
Incorporated into the display were clients’ accounts about experiences of counselling, 
detailing the positive therapeutic change that had occurred. Nevertheless, it was still 
not possible to secure any firm commitment for continuing funding from our existing 
main purchaser who had provided initial set-up costs. Undaunted, possible alternative 
sources of funding were approached: and bids submitted the Ethnic Health Unit, the 
Department of Health (Appendix Seven) and the Sainsbury Centre for Mental Health 
for financial support to consolidate and develop further the project. Such 
developments included the possibility of recruiting an Asian male worker to run Asian 
Men’s groups (for example, anger management, substance abuse) as Asian men 
seemed to be under-represented in such programmes provided by the Adult Mental 
Health Team. Similarly the local Asian women’s refuge was asking for our sessional 
input, as were colleagues working in local psychiatric services who valued the limited 
advocacy services we provided for their Asian patients, (e.g. attending court 
appearances, accompanying clients to the DHSS, explaining care programme 
approaches). Unfortunately these proposed initiatives did not meet required criteria 
largely because as yet sufficient ongoing shared partnership for the project with the 
Trust or other community groups could not be adequately demonstrated to funding 
bodies, some of whom prioritised initiatives aimed at services for those with long 
term and enduring mental health problems.
Since our inception, local and Asian media had kept in touch determined to update 
their readers on Project Amba’s development. In June and July 1995, once again the
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Slough Observer (1995) and India Mail (1995) provided a platform for voicing 
concerns and making a direct plea for cash. The following month, an entiy of the 
project for the Health Management Awards organised by the ‘Health Service Journal’ 
was submitted as the cash prize could provide a much needed financial boost 
(Appendix Eight a)
News of Project Amba was spreading: In November 1995 , Radio 4’s Tn Living 
Colour’ interviewed myself and some brave Asian women clients who shared their 
contrasting experiences of their previous mental health treatments in more traditional 
settings with the new Amba service. Our project was described a “life saving 
service:” One woman described her “depression” and despair prior to embarking on 
therapy: “I didn’t think I was really worth anything, I got to the point where I 
didn’t have much value for my own life,” she said; of her Counsellor, she remarked 
“her being Asian made me feel more comfortable; I felt she could relate more to 
my situation.” The clients’ tributes were moving and the broadcast was powerful. On 
December 7th 1995, the Health Service Journal commended our endeavours in the 
category: Provider - Primary and Community. (Appendix Eight b) The year ended 
with renewed confidence that funding would be found.
3.2.11 Exploratory Audit
In January 1996, it was decided to carry out an exploratory audit on Project Amba. 
This was possible due to the secondment to our team of an assistant Psychologist, who 
had expressed an interest in multicultural issues and requested this placement which 
consisted of one session a week for a total of ten sessions. Her task was to 
painstakingly trawl through all the notes pertaining to clients that had been seen 
between April 1994 and December 1995 either at the psychology department or in 
primary care settings. Due to the fact that the project was run in conjunction with 
high clinical and administration demands, case notes were kept informally and as such 
were not designed for in-depth analysis of therapeutic outcome where baseline 
measurements had been repeated during treatment intervals. Nevertheless, the 
following results summarise the information gathered:- numbers of clients seen, their 
age and gender, marital status and country of origin. In both primary care and hospital 
settings, the majority of service users were women aged between 21 and 40 years. 
Depression was a common presenting problem across the service but other 
psychological problems included panic attacks, post traumatic stress disorder, 
domestic violence and obsessive compulsive disorder. Interestingly one finding
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during the audit process was that only two referrals were associated with suicidal 
ideation and behaviour and this did not correspond to the larger number of women 
reporting suicide attempts when research participants were eventually recruited. The 
discrepancy might be explained by the fact that such attempts were not disclosed to 
the referrers who defined the nature of presenting problems. The mean number of 
treatment sessions in primary care was also calculated and did not involve more than 
5 sessions (mean:4.77).
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AI JDIT/EVALUATION OF PROJECT AMBA 
APRIL 1994 TO DECEMBER 1995
Counselling Service in Primary Care.
In January of this year an evaluation of Project Amba began. This was to consist of a 
survey of clients’ opinions and attitudes towards the Counselling Services. An audit 
was conducted into clients who had been seen between April 1991 and December 
1995 in both Primary Care and at Upton Hospital.
The following pages gives a summary of information gathered from the audit. As of 
yet the survey of clients’ opinions has not been conducted. Extensive organisational 
change within Psychological Services has meant that this part of the work will not be 
completed. A copy of a draft questionnaire to be used as part of the survey is 
included.
Susan Malpuss 
Assistant Psychologist.
COUNSELLING SERVICES IN PRIMARY CARE
AGE DISTRIBUTION OF CLIENTS SEEN IN PRIMARY CARE
IABLE-L
Ag£ n %.
<16 1 3.735
16-20 1 3.735
21-30 7 25.9
31-40 7 25.9 1
41-50 3 11.11
— ic
51-60 4 14.81
o
a:
LU
61+ 4 14.81
CO
S
=3
Z
No. of clients 27
Female 23 85.19
Male 4 14.81
BAR CHART 1
AGE GROUPS (years)
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MARITAL STATUS OF CLIENTS SEEN IN PRIMARY CARE
IABLE-2.
Status a %
Married 13 61.91
Single 3 14.28
Widowed 4 19.05
Separated 1 4.76
BAR CHART 2
No. of Clients 21 
Female 18 85.71
Male 3 14.29
m
W o
MARITAL STATUS
COUNTRY OF ORIGIN OF CLIENTS SEEN IN PRIMARY CARE
TABLE .3
Country a
Pakistan 5 20.83
UK 7 29.17
India 11 45.83
Africa 1 4.17
No. of Clients 24
Female 20 83.33
Male 4 16.67
u. 15
O C/5
CH
III
HZ 10
m Ui—1 5
D oZ 0
BAR CHART 3
Pakistan UK India Africa
COUNTRY OF BIRTH
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PRESENTING PROBLEMS OF CLIENTS SEEN IN PRIMARY CARE
TABLE 4a and 4b
Presenting Problems n % Ksx
C 2 8.34 Cancer
BC 1 4.16 Breast Cancer
D 2 8.34 Depression
DF 4.16 Depression / Family Difficulties
DG 4.16 Depression / Grief
VI 4.16 Domestic Violence / Infertility
VP 4.16 Domestic Violence / Pain Management
RE 4.16 Relationship Difficulties / Eating Disorder
RA 4.16 Relationship Difficulties / Alcohol
RD 4.16 Relationship Difficulties
FD 4.16 Family Difficulties
FS 4.16 Family Difficulties / Son
PA 8.34 Panic Attacks
PF 4.16 Panic Attacks /  Family Difficulties
LE 4.16 Low Self Esteem
LB 4.16 Low Self Esteem / Bereavement
LI 4.16 Lonely / Isolated
I 4.16 Infertility
IM 4.16 Impotence
AD 4.16 Accident at Work / Disability
RI 4.16 Racial Issues
Number of Clients 24
Female 20 83.33
Male 4 16.67
BAR CHART 4(a)
PRESENTING PROBLEMS
BAR CHART 4(b)
COUNSELLING SERVICES AT UPTON HOSPITAL 
AGE DISTRIBUTION QECLIENTS SEEN AT TIPTON
IABLE-5.
Ag£ n %
16-20 2 3.85
21-30 20 38.46
31-40 20 38.46
41-50 9 17.31
51-60 1 1.92
No. of Clients 52 
Female 43 82.69
Male 9 17.31
V)
H
Z
HI
_J
o Zu. Ui
O Ui
£ CO
Ui
CO
S
3
Z
BAR CHART 5
20
J - r ro i- . ......  ‘. .  '• r l ' . - i
-T<r~-ÿreri<-
16-20 21-30 31-40 41-50
AGE GROUPS (years)
51-60
PRESENTING PROBLEMS OF CLIENTS SEEN AT UPTON 
TABLE 6a AND 6h
Eresentine Problems n % Key
D 12 21.19 Depression
DA 1 1.8 Depression / Aggression
DS 1 1.8 Depression / Social Phobia
DP 1 1.8 Depression / Aches and Pains
DL 2 3.57 Depression / Lonely
DS 1 1.8 Depression / Suicide
PA 4 7.14 Panic Attacks /  Anxiety
PD 2 3.57 Panic Attacks /  Depression
PS 1 1.8 Panic Attacks / Social Phobia
DV 5 8.88 Domestic Violence
VS 1 1.8 Domestic Violence / Suicide
VE 3 5.36 Domestic Violence / Emotional Difficulties
VC 1 1.8 Domestic Violence / Child Abuse Survivor
RD 3 5.36 Relationship Difficulties
PND 3 5.36 Post Natal Depression
SB 1 1.8 Suicide / Bereavement
SL 1 1.8 Suicide/Lonely
S 1 1.8 Stress
AL 1 1.8 Agitation / Loss of Daughter
LM 1 1.8 Life Difficulties / Management
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PRESENTING PROBLEMS OF CLIENTS SEEN AT TIPTON HOSPITAL
Presenting Problems n °A
LA 1 1.8
CCD 1 1.8
L 1 1.8
RE 1 1.8
SA 1 1.8
SS 1 1.8
SG 1 1.8
D 1 1.8
PTSD 2 3.57
SEE TABLE 6a and 6b FOR KEY
Key
Lonely / Aches and Pains 
Obsessive - Compulsive Disorder 
Lethargy
Request for Counselling
Sexual Abuse
Sexual Abuse / Suicide
Stress / Anger
Life Difficulties
Post Traumatic Stress Disorder
BAR CHART 6(a)
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PRESENTING PROBLEMS
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This exploratoiy audit provided a ‘snapshot’ of input to the service and was an initial 
measurement of current practice, and as was envisaged, a preparation for a more 
formalised clinical audit which would look at outcome measurements. As part of the 
Audit we planned to survey our users’ opinions and attitudes regarding their 
experience of the Project Amba service and a draft questionnaire was prepared for this 
purpose (Appendix Nine). However various organisational changes were occurring, 
external and internal to the Trust, which impacted on Adult Psychological Services. 
Without any prior consultation with the team, an external Consultant had been 
commissioned by the Trust’s Clinical Director to review the whole of Adult Mental 
Health Services as the Trust were uncertain whether these constituted core business, 
or whether the service, excluding the Counsellor post which was omitted from 
discussions) should be transferred to a neighbouring acute Trust where other mental 
health services were located. While the review took place, project audit was put on 
hold so that unfortunately it was not possible to canvass user feedback as planned.
3.2.12 Phase 4: Aftermath of Project Amba
It was now April 1996, a new financial year. The Peace and Prayer Garden had still 
not materialised and nor had any extra project funding. There were other competing 
services which were deemed worthier of resourcing. Once more the Media attempted 
to lobby on our behalf and there were articles in the Slough Observer (Drake, 1996) 
and Express in May 1996 which coincided with the publication of a new report on 
high suicide rates in Asian women (Raleigh, 1996) confirming previous research 
findings, and local Star Radio interviewed the Psychologist about this subject and the 
project. Thames Valley Radio attempted to support the project by organising a 
phone-in to enable the whole community to register their own concerns about the 
threatened closure of the project. We continued to share our experiences with other 
professionals interested in intercultural work and presented a paper on our work at a 
‘Primary Mental Health Care: Transcultural Issues’ conference in June 1996, at 
Claybury Hospital, Essex, organised by the Transcultural Psychiatry Society (UK). 
We received warm applause, support and encouragement from our audience. It was 
time to focus on the original research task set at Project Amba’s inception which was 
to investigate Asian women’s accounts of attempted suicide and subsequent recovery 
and a proposal was submitted to the East Berkshire Research Ethics Committee which 
was approved in July 1996 enabling data collection to begin The Research section 
(4.1) of the portfolio describes the process and results. By August 1996, the initial 
project aims had been achieved: we had developed and consolidated a counselling
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service for the local Asian community and carried out research with those clients who 
had made suicide attempts. However, East Berkshire Community NHS Health Trust 
were still uncertain and undecided about whether Adult Mental Health Psychological 
Services which included Project Amba should be hosted under their auspices. We 
recognised that continuing Trust commitment was unlikely, and it seemed unethical to 
assess new clients, thus creating an expectation that treatment and help would be 
forthcoming, when even our own continuing employment was under review. Our 
reading of the situation led us to believe that Project Amba was unlikely to make the 
transition from the margin to the mainstream, despite the previous accolades and 
interest it had generated nationally. The Counsellor and I made a painful decision: 
for both personal and professional reasons we left our posts. Sometimes the best of 
intentions, passion and commitment are just not enough if plans for future service 
provision are not shared by relevant stakeholders. It had been a privilege to work with 
our clients over the last two years. They had encouraged, supported and trusted us 
and showed courage as they challenged discrimination and disempowerment. We 
hope that we had not just studied difference but had made a difference to their lives, 
as they had ours.
3.2.13 Final outcome
At the time of writing there is no specialised Psychology and Counselling service for 
Asian women and their families in Slough despite the assurances made by a Trust 
representative on local radio in May 1996 that the Trust had advertised for 
Counsellors who would continue previous work These advertisements were never 
located. A strength of Project Amba was that it took up the intercultural challenge 
and provided a space where ‘Psychology’ was accessed by those people, who had 
hitherto been neglected, offering a biopsychosocial model of applied Psychology. 
Project Amba is an example of how Purchasers can stimulate innovation and 
creativity, and this biography, a measure of the Project’s process, represents one form 
of audit (Shaw, 1994). A weakness of Project Amba was that despite being an up and 
running ‘success’ at least according to national and local media, it did not endure 
through lack of long term funding. Christie (1995) has noted that developing more 
appropriate services for the black community is “usually done on a shoe string and ‘a 
good heart’” (p. 6), and that this is not enough. This salutary lesson has been learned.
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3.2.14 Personal reflections
Inevitably, the following personal reflections on Project Amba’s simultaneously 
tenacious and tenuous life are refracted through my experience as a black female 
clinician. Mama (1995) has commented on the paucity of black psychologist in 
Britain and noted how some, like myself, “have concentrated on working on and with 
black communities,” (p. 63) It may be that my personal investment in my 
commitment to improving the lives of other Asian women led to a blinkered vision at 
times, and an enthusiasm and confidence in the Project which was not shared by 
others. For example, it was interesting that not once, over the two years, did my white 
Clinical Psychologist colleagues overtly express any interest and curiosity about 
Project Amba. The clients were visible, the media interest and interviews often took 
place within a shared Psychological Team base, but in spite of this, no mention or 
comments relating to this specialist service were forthcoming. It may be that my need 
to emphasise the uniqueness of the service alienated and antagonised some 
colleagues. Outsider status was also a familiar experience to many of my Asian 
clients although the contexts were not necessarily work related. I often felt a sense of 
un-belonging, an ‘Alien’ amongst the “Alienists” (Littlewood and Lipsedge, 1982). 
The Peace and Prayer Garden that had been approved at the end of 1995 never 
materialised. I did speak with landscape gardeners and the Estate Manager but each 
time I asked when work would begin, answers were vague and non-committal. I was 
lucky to have the opportunity to explore these work concerns and gain support from 
facilitators and participants of a ‘Kings Fund Senior Management Development 
Programme for Ethnic Minority Women in the NHS’ to which I had the privilege of 
being selected in May 1994, (at the same time as Project Amba began) one of 17, 
chosen from 100 applicants. This initiative aimed to challenge the double 
discrimination of race and gender which impedes promotion in the NHS through 
creating a support network, identifying development needs and providing role models 
on how to manage the personal aspects of career development. The course sought to 
empower participants to drill not just through a glass, but a concrete ceiling. My peer 
group and facilitators were an invaluable support; we laughed and cried together in a 
milieu of mutual affirmation, and I would become re-energised for the continuing 
work challenges. The organisational insights gleaned from the course have prompted 
the following speculations and considerations regarding my leadership role in Project 
Amba, I believe my leadership style was best identified as that of a ‘Pioneer’ 
(Broome, 1994; Huffington, Cole and Bnmning, 1997) in that an opportunity was 
seized and the leadership style was emotional, charismatic, inspired by vision and
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ideals and commitment in a context of loyalty and warmth and fast growth. However 
this style does have three main disadvantages:
• the pioneer can become exhausted and may show reluctance to change
• the ‘soft’ exploratory project ethos with vague boundaries may not have been 
congruent with a corporate strategy (Sage, 1994)
• a different style of leadership is necessary in order to consolidate and integrate a 
project (Tichy and Devanna, 1986)
I have learned from Project Amba. If I am to set up a similar service again which 
embodied new and innovative practice within a conventional psychology department, 
I would share leadership more as in retrospect I perhaps was too much of a ‘go it 
alone’ practitioner (Sage, 1994) rather than a team player in terms of the rest of the 
Psychology Department. Next time around I would endeavour to make much stronger 
multi-disciplinary links, encompassing colleagues within the whole organisation, and 
other mental health service providers and representatives from the voluntary sector 
and community. One of the dilemmas I faced was trying to ascertain just who were 
the ‘community’. I felt there was a danger in assuming that Asian ‘community 
groups’ (often led by men) represented minority ethnic and women’s interests. For 
example one male Asian ‘leader’ I spoke to stated clearly that the Asian Women’s 
refuge was unnecessary since domestic violence did not exist within ‘our culture’. In 
any future similar initiative, I would attempt to spend the first several months doing 
outreach action research focusing on collecting relevant epidemiological data to 
inform resource allocation and service planning in which I would consider user 
representation. With Project Amba I did not have the luxury of doing this due to the 
initial time constraints. I made a decision not to administer research questionnaires 
prior to client treatment as I considered they might constitute barriers to engaging in a 
counselling relationship, but in retrospect comparative measures of the effectiveness 
of the service might have been a strong influence on purchasers of the service.
Project Amba demonstrates the development of a culturally relevant Clinical 
Psychology and Counselling service, as over the years I have concluded that our 
profession has not satisfactorily taken up this challenge.
3,2,15 Erom the.margin ttLthe mainstream
In 1974 American Psychologists passed a formal resolution stating that counselling 
culturally diverse individuals without specialist training was unethical, and in 1990
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provided practitioner guidelines for providers of Psychological services to Ethnic, 
Linguistic and Culturally Diverse Populations (APA, 1990). In a less imperative 
manner the current British Psychological Society ‘Code of Conduct, Ethical Principles 
and Guidelines’ merely requests that Psychologists “recognise the boundaries of their 
own competence and do not attempt to practice any form of psychology for which 
they do not have an appropriate preparation, or, where applicable, specialist 
qualification” (BPS, 1995, p. 2). Bereavement therapy with a Hindu would for 
example, need a recognition of the concept of re-incamation. It is vital to deliver 
appropriate training in working with diversity, to all Clinical Psychologists whether 
they are working within inner cities where ethnic communities are not a minority but 
the majority, or within settings where very few ethnic minorities are seen by 
psychological services. Nadirshaw (1996) has emphasised the importance of 
analysing service provision from a race, culture and ethnic perspective, and ensuring 
that practitioners are trained in the awareness of institutional and personal racism, and 
Husband (1992) has also recommended a B.PS policy against racism. For many years 
I, a black psychologist have contributed to such awareness raising and training. I 
have been allocated half day slots, on Clinical Training courses all over the country to 
‘teach’ mainly white, middle-class, trainees to unlearn their racism in the hope that 
there will be a lessening of the power differential whilst they engage in psychological 
work with the vulnerable, the stigmatised and the poor, of which black people in 
Britain constitute a large proportion. Clearly this is far from adequate, and I have also 
been disconcerted to find that there still appears to be an under-representation of 
black trainees within the profession.
In the USA where community mental health services offer less stigmatising and more 
flexible services to ethnic minority clients (MacCarthy, 1988) the American 
Psychological Association has a minority fellowship programme to increase the 
representation of ethnic minority groups in Psychology. Sue (1983) has highlighted 
the importance of such groups attaining institutional influence. We must ask 
ourselves why we do not reflect the diversity of the communities we purport to serve. 
Nadirshaw (1996) also validates the importance of constructive criticism of 
professional practice. It may be that the price of fighting for more appropriate 
services for the black community is isolation and ostracism and eventual 
abandonment of statutory services like the NHS. The Counsellor has continued some 
of her primary care work on a freelance basis which does reflect continuing GP 
fundholder and user satisfaction. I too now work freelance and also as a Mental 
Health Act Commissioner. There should be a concern that black NHS workers are
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seeking to work in less discriminating settings. 50% of my learning set group on the 
Kings Fund Course have also now left the Health service. Joseph (1995) has 
described her experience of racism as to a black NHS worker and I have described my 
own experiences within Clinical Psychology elsewhere (Sayal-Bennett, 1991). It is a 
matter of social justice and professional integrity that Britain’s mental health services 
up to the millennium meet the needs of its ethnic minorities population. Despite 
limited resources and services being in a constant state of flux due to health policy 
changes - a Labour government is to abolish fimdholding and the previous ‘Health of 
the Nation’ has now become ‘Our Healthier Nation/ - I look forward to contributing 
to a new era of multi-cultural health care. As Bhavnani (1996) has commented: 
yesterday’s radicalism can become today’s respectability and the centre does shift to 
the margin. I retain sufficient optimism to look forward to seeing many more 
reincarnations of Project Amba.
Mrs A, you are not forgotten.
You breathed life into our work.
The breath will not be extinguished.
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3.2.16 Annendices
Appendix One: Project Amba leaflet
An alternative mental health1' ' 
service for A sffi w om ehM t 
their families:
Amba team. Psychological services. Oak House,
East Berkshire Community Health NHS Trust 
Phone: 01753 821441 ext 5140
r
The goddess Amba or 
universal m other sym bolises pow er, 
positive strength and healing  energy.
Tire kite represents freedom autonom y and liberation.
Project Amba i.- an a.Utvnaiive Mental Health Service for Asian Women and their families.
liSlSEilSSESlsSaESiEES
can transform your pain into power.
As proressif.naî counsellors and psychologists v.*e offer support, therapies and 
advocacy that adhere to the highest quality standards. Our 
practice spans community, voluntarv, 
hospital, primazy'care and 
domiciliary settings
Can Amba help you?
/-.a-.
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Appendix Two: Amba group flyer
AMBA GROUP
Hello Everybody
Our Good news is that we are back - and our venue is the 
same place as before, but without crèche facilities for our
sessions.
Where: Slough Family Centre
Chalvey Park, Slough 
Tel: (01753 521448
Days: Wednesdays
Times: 12.00 - 1.00pm
Dates 1995: July 5th,12th,19th,26th
August 2nd,9th,16th,23rd and 30th.
Facilitators: Mrs Anu Sayal Bennett -
Consultant Clinical Psychologist
&
Mrs Padmini Raghavan -Counsellor
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Appendix Three: informal Project Amba assessment protocol
o
0
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Appendix Four: Apne Khani material
Appendix Five: “Innovations” bid submitted to East Berkshire Community
Health NHS Trust
<$
EAST BERKSHIRE
COMMUNITY HEALTH
NHS TRUST
APPLICATION FORM FOR FUNDING OF A  NEW IDEA
PROJECT AMBA TEAM -  Anu S a y a l - B e n n e t t , Consul t ant  C l i n i c a l  
Name    ^Ps %c ho l o&l s j L , _ f Mmi n l _Raz h ayan . . - _C^ns  e 11 o r
Deoartment/S'tte..P^l.CHiIL.QGXCAL..S£E.^XCi:S.— U .p J L o a ..£ o ji& il.a X ,..X X o a g & ,...B a ck sjii.r  e .
Telephone number at which w e can reach you.
Please write your answers in the space provided under the question.
Once you have completed this form please send it to Lesley Jack at Frances House, King Edward VI!
Hospital, Windsor. Applications will be considered up until Friday 16th September 1994.
QUESTION 1 • "
What Is your New Idea ?
1 . AMBA Te l ephone  H e l p l i n e  f o r  i s o l a t e d  d i s t r e s s e d  women f o r  whom
E n g l i s h . i s  a s e cond  l a n g u a g e .
2 . AMBA Peace and Prayer  Garden - a s p i r t u a l  r e t r e a t  for
........... pe-t-.i-en-t-s-y—ea-re-rs-,—-st-af-f—af>d™vh-e—co-meu-n-i-t-y--;—-ba-se-d—at—U-pt-on--..........
3 . AMBA "House" -  o f f e r i n g  compl e ment e r  Y.. c_i_l i  t_i e^ s^ f^ o^ ^^ m e_n t^l^ ^  a. n d
 p h" ÿ s* i c" a T " w e" ï  T " " " b ë T n" g " ‘  ......
QUESTION 2
R oughly how  m uch will yo u r  N ew Idea c o s t to  p u t into practice ? (N.B. please read attached guidelines 
before completing this section)
1 . £1000 to cover  i n s t a l l a t i o n ,  r e n i a i  o f  t e l e phone  l i n e ,  fax and
............ arr3w-eTmà,ch-rn-e-"(-3"*y*eaTS">"........................................................................................................
2 . £3500 f o r  r e d e s i g n i n g  and l a n d s c a p i n g  e x i s t i n g  old t r a i n i n g  c e n t r e
........... gaTxtem7**'rn-c -! -ys*rv-ff-"cT"ti*emct7e-s"""S't*ST’U"e*s’‘-p'ô"T'&'"‘Tù"ü*h't'â"ï*nï............
3 . £14500 f o r  e q u i p i n g  and r e f u r b i s h m e n t  o f  l i b r a r y ,  e x e r c i s e ,  c o o k e r y ,
........... re-ia*xa-tl*an**'r-CTO'ms-‘*a*rrd'" v'oyb*cfX*'*Tn""0'r*d**"v râ'ï'hï'hg "c*ën't"r*è".'...........................
QUESTION 3
How will your N ew Idea d irectly  or indirectly im prove patient/client care ?
1 . This  w i l l  promote immediate  a c c e s s i b i l i t y  and provide  a r a p i d _
........... dbnrrd e*h*tXaX-"r"è's'pbnse'"X"b"‘TI"s Lr*ess*ë'a"'ca"ÏTër‘s"'*as"'wëTÏ** as'"ënhaï ïc i  n g the
r e s e a r c h  o p t i o n s  f o r  our p r o j e c t .
"Zï.....Tr'adTTTb'haTiyV**"me'HTtatToT\"""T"Faÿë"rV""a"n*d""*exp"r"ès"sio*n"*'of" s p i r i t u a l  needs
are e f f e c t i v e  methods o f  h e a l i n g  body and mind . A be a u t i f a  r e f  1 ec -
........... t"Tve*""yp a*c y  V"*'â"H"“aTm o'sp" h*ë r*ë**"o"f " n a. t ü r a 1 beauty w i l l  s i g n a l  hope d e s p i t e
d e s pa i r  -  a n a t u r a l  s t r e s s  manage ^  G n t  ^e c h n i  gu_e_,...................................
"3'.‘......Tn^rTaTës*""raTg’ë**’o f""tH'era"peutic o p t i o n s  eg.  gar de n i ng ,  e x e r c i s e  ,
he r b a l i s m ,  s e w i n g ,  dance , p o e t r y ,  i  ngi  ng,  ..by ..hay i.ng. .a...c.qm.mu.n i  t  y
  c eh* 6 r e f o  r ë m* p o wer in g  a ï  Ï*.
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Appendix Five: “Innovations” bid submitted to East Berkshire Community
Health NHS trust (continued)
. QUESTION 4
. Please explain In a  fe w  w o r d s  w h y  y o u  th in k  yo u r  N ew  Idea s h o u ld  h e  se lec ted . W hen com pleting  
th is  se c tio n  p le a se  ta k e  th e  fo llo w in g  p o in ts  into consideration
•  W y  your New Idea Improve CTve im age  of  the  Trust 7
•  Howwtn you take Into a c c o u r t  th e  view s of the people using or buying our services vvtien putting your Idea Inio action?
•  How many people will your N ew  Idea  benefit 7
By s u p p o r t i n g  t h e s e  I n n o v a t i o n s , t h e  T r u s t s '  co mmi t me nt  to
c o n t i n u a l l y  i m p r o v i n g  t h e  q u a l i t y  o f  s e r v i c e s  p r o v i d e d , and to  
Ï L î f . » Î " P e o p l e  a s  i n d i v i d u a l s , w i t h  r e s p e c t  f o r  d i g n i t y ,
u l t u r a l  b e l i e f s  w i l l  be c l e a r l y
 ween e g .  The
9-9. ?^-9. .9. .1... E.B CH T a n d F H S  A y i  a t t he s e ç r e a t i v e  i n i t i a t i v e s .
é.h.?...Jiy.îi. .^?i.?.§.ç.n.?....b.?;X.?....#.5t.r.ë.?.riif....çl§.9i.Q.[i.5.ît.r.9.t;§.çl...fcj3.8.i.n...5.uRj?.î?.cJ<...jr.<?.n...Q.u3.1i.t.y..
Ç.s^..-,...p.a.ç.{îa^.e.s...âfi.s^5n.e.d...i<.o...Ad.cLi:.a5.s...t]ie...n.egije.c.t.ejl..xLe.ed^...af...e.thni.c........
cojnm.un.ii.i£.s...b.y...X.un^i.iJig...px>.Q^e^t...Ajnb^...fjr.ojii...ü.s...iAcj2.p.tiAn........Iiie~e...nAw.
^•"I^9.X5.îiÂ.P.j).5....Hi.H...c.o.n]^.l^.oi5.n.t...Ân.d...^m^jtlijs.n...d.ej/.eI.Q43...a.n...ejcis.td.n^....................
s.uc.c^s^f.u.l...p.no.j-ec-u—afl-d—en-au-ne»-t-h-art.-w^...oon.t-i.r>u^—to .—l.i-s.î>e-n—an-Q—be-eo-me 
QUwS i ION 5 a d v o c a t e s  f o r  t h e  ccmmuni t y  whom we s e r v e .
. Wave you  ever applied for funding for this Idea through a n y  other route ? Tick tne appropriate box
| YES □  NO E f
:QUESTION 6
; W UI Your New Idea need further funding when the money from this project runs out ?  Tick me appropriate 
îb o /
YES Ld NO O
If you have ticked YES, please tell us how your New Idea could either fund itself at the end of this »
project, or tell us how you could ’’sell'" it to the people who buy your service so  that they would 
want to pay for i t  :
;We a l r e a d y  have many l o c a l  v o l u n t e e r s  who w i l l  a s s i s t  i n  the  ma i n t e nanc e
oj. the  garden and Amba ' h o u s e '  . We hope our i n n o v a t i o n s  w i l l  become a
^prototype  f o r  o t h e r  t r u s t s  . Income ge ne r a  t ion** wouTd"’occ’u7*Trr*our*’
^ c o n s u l ta n c y  work and p u b l i c i t y .  F i n a l l y  t h e s e  P ^ ^ jecr"  Deve l opment s
j w i l l  h i g h l i g h t  our curren-t  a c h i ev e m e n t s  and expand t h e  range  o f  p o t e n t i a l  
‘f u t u r e  p u r c h a s e r s .
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Appendix Six: Project Amba poster
Project Amba
T h is  o o s iw  illu s tra tes  in  innovative. Slouqn O ised  
P ro ie c t  w m cn n m s  to v io u x v  tnv lives m a  m e n ti t  h e s lth  
of lo c a l A sian  w om en in a c o n te st mm eve mgn ra ie a  of 
a t te m o ie d  an d  ac tual suicide are re o o rted  ("H eaitn  of 
th e  N ation*. 19931.
T ra d itio n a l, a sw e il  aa . em ancioatonr re se a rc n  m etn o d s 
a r e  d e s c r io e d  in our endeavour to en n a n ce  our cu rren tly  
lim ite d  a n d  e u ro c m tric  osycnotegscat tnow iedge o a a e . 
O n e  or th e  u n ioue  fe a tu re s, ch a rac teris in g  tne p ro tec t 
te a m , is  m ew  sn ared  em oatn ic and  personal 
u n d e r s ta n d in g  of th e  o arriéra lac ing  plaça wom en in 
B rita in  to d ay . P ro iec t team ; Anu S ay e t-3 e n n e tt. ' 
Padm ini flagoavan . Andrew Knight.
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Appendix Seven: page one of bid submitted to Department of Health
Project Amba
Project proposal
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Appendix Seven: page two (of eighteen) of bid submitted to Department of
Health
Department of Health: Funds to improve 
access to Health and Health Services for 
Black and Ethnic Minorities.
Title o f Proposal
Project Amba - An alternative mental health service for Asian women 
and their families.
Brief Summary
Project Amba, an alternative “listening” Mental Health Service for 
Asian women and their families, who make up a large part of Slough’s 
27.7% ethnic community, aims to reduce the number of suicides among 
Asian women through counselling and community based therapy
Financial Support requested
£42,801 (see appendix 1 for attached preliminary costings)
Proposed Start-up Date 
April 1st 1996
Proposed Completion Date 
April 1st 1997
Appendix Eight (a): entry for Health Service Journal Management Award
P le a s e  type  th e  an sw ers  to  your questions below: 
1 . P le a s e  give a brief descrip tion  of the project.
Project Amba is an alternative “listening" Mental Health Service for Asian 
Women and their Families, who make up a large part o f Slough's 27.7% 
ethnic community. The Goddess Amba or Universal Mother symbolizes 
power, positive strength, stability and healing energy.
2. Why was the project started and what were its key objectives?
The project was launched on 1.5.94 to reduce the high attempted and actual 
suicide rate of Asian Women, an aim congruent with government “Health of 
the Nation" targets; we also aim to identify the particular strengths and 
methods of coping which Asian families in Britain have developed, their 
mental health problems and difficulties and the effectiveness o f local services.
3. How have you ensured that It Is managed efficiently?
The Counsellor is supervised by a Consultant Clinical Psychologist and the 
service is supported by the already existing Psychological Services; we have 
developed Multi-Agency links e.g. FHSA, Primary Care, Education and 
Voluntary groups in order to establish collaboration which takes user views 
into account.
4. In what ways does it break new ground?
The service is unique as it is delivered by British Asian Women who have a 
shared understanding of their diners’ concerns. Therapy and counselling, 
were hitherto non existent and non relevant for the local Asian community, 
but are now sensitive, respectful and multi-lingual. Choices are offered and 
bad mental health practice and stereotypes challenged.
5. How have you measured the outcomes, and what are they?
Psychological research methods and an original and innovative methodology 
are employed for measuring mood and life events and already demonstrate a 
reduction in mental distress and the efficiency o f  Counselling. There is a 
greater need for the service which is measured by additional contracts from 
GP fundholders.
The rules:
1 Projects will tie eligible to enter only if tney have Been running for one year on 1 Aoril 1995 . 2 Entries m ust specify which category iher are entering.
3 Entries should tie typed using this standard entry form. 4 No additional supporting material will tie considered at this stage: shortlisted projects will tie mvited to suomil 
more detailed information in due course. 5 Projects which are not shortlisted will tie advised tiy letter. 5 The judges" decisions are final. No correspondence will tie 
entered into regarding individual entnes or award rules. T Cosing date for entries: 28 July 1995 .
You m ay  pho tocopy  th is  en try  form, but p lease rem ember to  retu rn  b o th  p a g e d . A lte rn a tiv e ly , te le p h o n e  0 1 7 3 .8 4 3  4922 for further forms.
on
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
Appendix Nine: proposed user questionnaire
Many people are in need of counselling, and we want to make sure that our services 
are the best they can be. This is why we need your help, in filling out this 
questionnaire you will be helping us to understand what you think about the 
counselling you have received. You will not only be helping us but helping others to 
receive a better service.
The types of questions in this questionnaire vary from open questions, in which you 
are invited to express comments you may have; questions in which you answer yes or 
no and rating scores in which, would you please put a tick ( ) in the box that best 
describes your views.
For example,
9. How did your difficulties affect your life before you attended counselling?
Severely Moderately Very Little
There is no pressure to fill out the questionnaire.
All data obtained from this questionnaire will be processed anonymously and treated 
with confidentiality.
Thank you very much for your help.
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COUNSELLING SERVICES OIJRSTTONNATRE
How many times did you see the counsellor? ___
1-2 □  3-5 □  6-10 □  1 0 + □
Who referred you for counselling? GP
Health Visitor 
Relative 
Friend 
Yourself?
Were you aware of the counselling services beforehand?
Yes 1. 1 No. I
Can you describe how comfortable you were with the idea of counselling? 
Please tick in one of the boxes below.
Not at all Not Very Neither Quite Very
Comfortable Comfortable Comfortable Comfortable
Could you write a few words on what your expectations of counselling were 
before the sessions.
Possible ideas:
* Frightening * Reassuring * Patronising * Miracle Cure
* Somebody to talk to unhelpful / helpful
* Something you did not want to do
* Something you were looking forward to do
Where would you have most preferred to see your counsellor? 
GP At Psychiatric Dept Other,
Surgery Home Hospital please specify
7. How satisfied were you with the following?
Not
At Not Not
All Very Sure Quite Very
0 □ □ □ D
0 □ □ □ D
D □ □ 0 □
Appointment times 
Length of sessions
8. How did your difficulties affect your life before you attended counselling? 
Severely Moderately Very Little
9. How long have you experienced these difficulties?
Less than 6 months 2 years
1 month□ □ □
10. Can you tell me how have your difficulties changed since you have been 
undergoing counselling?
Better / Worse / No change
11. Since counselling do you think relationships with family / friends have 
improved?
A Lot Little No Change
0 0 0
12. How would you describe the counsellor you had?
Sympathetic towards you 
Non-j udgmental/unbiased 
Respectful
Not Quite Very
Happy Happy Happy
□ □ □
0 □ □
□ □  , □
□ □ D
94
13. Did you feel that confidentiality was respected? Yes 0  No D
14. Would you recommend counselling services to friends? Yes D  No D
15. What have you learned from the counselling sessions?
16. Can you think of a SINGLE best thing about the counselling your received?
17. Can you think of a SINGLE worst thing about the counselling your received?
18. Any other comments?
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
Would you please tick the box that best represents you.
Which of the following age groups do you belong to?
Under 16 D  16-2oD 21-30Ü  31-40 D
41-50 D  51-60Ü  61-65Ü  Over 6sD
SEX:
Are you Male O  Female D
How would you describe your ethnic group?______________________________
How would you describe your religious beliefs?____________________________
How would you describe your marital status?
Single: 0 Married: 0 DivorcedQ
Separated: D  Widowed: 0 Other: D
If other please specify:_______________________________________________
Who is your GP:____________________________________________________
THANK YOU, ONCE AGAIN, FOR ALL YOUR HELP.
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INTRODUCTION
4.1.1 Background to Study
This exploratory study has been carried out against a background of epidemiological 
research which has consistently and clearly demonstrated that the levels of actual and 
attempted suicide in Asian women living in the United Kingdom are higher than those 
found among their white counterparts (Raleigh, Busulu and Balarajan, 1990; Raleigh 
and Balarajan, 1992a; Raleigh, 1996a). There is a need to investigate the 
psychological factors associated with such suicide attempts in order to elucidate 
possible contributory risk factors which may be relevant to individual vulnerability as 
the reduction of suicide rates by the end of the millennium is one of the Government’s 
health targets for mental health (Department of Health, 1992). It is hoped that this 
piece of research may contribute to such an initiative.
Mama (1995) has highlighted the importance of developing appropriate psychological 
theory grounded in the realities of black women in Britain. The focus of this study, 
Asian women’s accounts of their suicide attempts, presents an opportunity to do this. 
Much current psychological knowledge is derived from a western frame of reference 
which has constructed texts that have confirmed the apparent superiority of white 
people over black people (Fernando, 1991) and such discourses have been used to 
subjugate black people (Thomas and Sillen, 1972; Kovel, 1988). As Littlewood 
(1994) points out, psychological and psychiatric research on black people in Britain is 
characterised by a focus on their increased rates of pathology rather than on successful 
coping strategies, on hospitalised psychiatric patients rather than on unhappiness and 
coping, and on black rather than white immigrants.
This study attempts to compensate for some of these limitations and will look at a 
small group of Asian women, living in the community, who are not all ‘immigrants’, 
and who are attempting to cope with their unhappiness and distress. It is hoped that 
the resultant perspective will complement existing research and be directly relevant to 
those people who do not necessarily share the same cultural, psychological and 
organic connections with white British people.
The literature review which follows emerged from all stages of the research process, 
during which it became evident that ‘whiteness’ continues to define psychological 
research (Bhavnani and Phoenix, 1994) resulting in a scarcity of literature which is
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directly concerned with the psychological experiences of Asian women in Britain. 
Rather than assuming a doctrine of universalism, this omission is acknowledged in the 
following sections which attempt to provide a context and background for this study.
4.1.2 Asian Women in Britain
The Asian Community in the United Kingdom constitutes approximately 1.7 million 
people, 3.1% of the total population of Great Britain (OPCS, 1992). Whilst many 
Asian women are British bom, others have been uprooted and resettled across many 
continents through chosen or forced migrations and dispersals. In Slough, (the site of 
the study) following the Second World War, most of the early arrivals were Asian 
men, young Sikhs from the Punjab, which had been split between India and Pakistan 
with the Partition of India by Britain in 1947. These young men had come to England 
to earn money to improve their future prospects. The majority were of peasant origin 
but some were professionals. They worked in the local industries, in factories such as 
Mars or engineering firms such as Racal, and were encouraged to send for their 
friends and relatives. Women came to join their husbands from the 1960s onwards 
when British immigration laws were not so draconian, and it became clear that the 
men would need to stay longer as their earnings were not sufficient to enable them to 
return home (Campaign Against Racism and Fascism/Southall Rights, 1981). In more 
recent times, men bom in India have come here to marry Asian, British bom women.
Whilst it is important not to stereotype the Asian community in Britain, it is necessary 
to consider some of the mythological, religious and cultural archetypes that may have 
a bearing on the lives of Asian women in Britain. Whether Asian women are Hindu, 
Sikh or Muslim, they are seen as “retainers of cultural purity and repositories of moral 
value” (Gifford, 1990, p. 128), as it is they who transmit group culture i.e. the 
lifestyle and values of the family and wider Asian community to the future generation. 
Southall Black Sisters (1994) have summarised these cultural practices as follows: 
when a daughter is bom, it is not an occasion for celebration as she will have to be fed 
and clothed and will require a dowiy. She will not be expected to provide economic 
security for her parents in their old age and this is why some families endorse higher 
education which will bring in a potential economic contribution to her new extended 
family. Marriage is an Asian girl’s destiny in life, hence the importance of keeping 
her virginity. Marriage is often arranged by her family and is a contract not just 
between two individuals, but between two families. Love is said to follow marriage 
rather than the converse western ideal of ‘romantic love’. The bride is handed over to
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her husband’s family and must become a dutiful wife, daughter-in-law and mother. A 
dowry - a transfer of cash and gifts - may be given by the bride’s family to the 
groom’s family at the time of marriage and can be an excuse for the harassment of the 
daughter-in-law. Divorce and infidelity are taboo, for Asian women’s sexuality, 
lifestyles and behaviours must be controlled, and separation from her husband results 
in social disapproval and disgrace for the whole family.
Shah (1988) and Sahgal and Yuval-Davis (1992) have described the cultural 
imperatives which shape Asian women’s lives and which transcend religion, caste, 
and class. ‘Izzat’ or Honour refers to a woman’s reputation and respectability, any 
deviation from which will bring the entire family into disrepute. Loyalty to the family 
is all, as is the need for the woman to preserve and maintain family honour. The 
converse of Tzzat’ is ‘Sharam’, ‘Shame’, and this is the consequence of breaking the 
code of Tzzat’. Asian women must be chaste and honourable, and this dictate is 
spread through religion and films, not just family morals. Most Asian women are 
familiar with the stoiy of Sita, a wife who idealised her husband, Rama, followed him 
into a fourteen year forest exile, was kidnapped by the demon King Ravana, and on 
her return was subjected to trial by fire, to prove her purity and thus save her 
husband’s honour. She symbolises the dutiful wife, chaste, obedient and loyal, 
worshipping her husband, putting others’ needs before her own. Indian films too 
perpetuate the supreme significance of female honour. In ‘Mother India’, a film made 
in the 1950s, the mother kills her own son, breaking the sacred maternal bond, in 
order to preserve another woman’s honour. The epitome of a virtuous woman would 
be one who commits ‘suttee’ and follows her husband in death through self 
immolation in his funeral pyre thus obtaining salvation for both of them. Balodhi 
(1992) has shown how Indian mythology approves the destruction of the mortal body 
for the sake of ‘Dharma’ i.e. duty. Dowry related violence is widely reported in India 
- occurring when a bride’s dowry is said to be insufficient by the husband’s family - 
and is a contemporary version of ‘suttee’.
There are a few personal accounts of British Asian women’s lives which illustrate the 
costs of not conforming to prescribed roles. Shan (1985), a Sikh woman, who came to 
Slough, where this research was conducted, documented her experiences in England 
following marriage which was arranged as punishment, following her illicit love affair 
with a Moslem. She survived and escaped from an abusive relationship, and carved 
out a new life, but remarks in the preface to her book: “I had to get out; suicide would 
have been the only alternative.” She highlights how the concept of ‘Izzat’, family
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honour, profoundly influenced her life story. Kiranjit Ahluwalia who was imprisoned 
(but later released) for killing her violent husband after suffering ten years of physical 
and mental abuse writes of her in-laws “I was now their Izzat’ and I couldn’t do 
anything that would destroy that” (Ahluwalia and Gupta, 1997, p. 74). Wilson (1985) 
documents the struggles and dilemmas in the lives of working class British Asian 
Women, whilst a contrasting view is expressed by Gifford (1990) who celebrates the 
achievements and ‘power’ of middle class post Raj Asian women whom she considers 
to be ‘Queens of the Castle’ in her book ‘The Golden Thread’. These differing 
perspectives of British Asian women reflect economic and class differences and 
illustrate the diversity and heterogeneity of their lives.
4.1.3 Asian Women and Mental Health
This section will focus on three areas which are considered to be of relevance to this 
study based on the existing knowledge base and literature, and on the researcher’s 
clinical experience of working with ethnic minorities. These are:
• the use of mental health services
• somatization theory
• research on attempted and actual suicide in Asian women 
The use of mental health services
Reports on hospital admissions can be difficult to interpret for many reasons, the main 
ones being differing definitions of diagnosis and ethnicity, retrospective analysis and 
hospital data deficiencies, a lack of detailed information regarding age and sex 
standardisation and the failure to control for socio-economic status and area of 
residence. However many studies do show an over representation of black people i.e. 
Asians and Afro Caribbeans in psychiatric hospitals usually due to an apparently 
raised incidence of schizophrenia (Cochrane, 1977; Carpenter and Brockington, 1980; 
Shaikh, 1985; McGovern and Cope, 1987; Harrison, Owens, Holton, Neilson and 
Boot, 1988; King, Coker, Leavey, Hoare and Johnson-Sabine, 1994) and higher 
compulsory admission rates under the Mental Health Act of 1983 (Moodley and 
Thomicroft, 1988; Thomas, Stone, Osborne, Thomas, and Fisher, 1993). Moodley 
and Perkins (1991) suggest that it is ethnic status rather than diagnostic category that 
accounts for higher rates of sectioning (compulsory admission) and postulate that a 
black person with psychological problems might indeed resist such treatment
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suggestions and stigmatising care and then be seen as irrational and violent. Akilu 
and Wildsmith (1996) found that more black people than white were accompanied by 
police at admission to psychiatric hospital, noting that 70% of their Asian sample 
were male. They speculate that the uptake of in-patient psychiatric care by Asian 
women may be different and merits further exploration. Whilst in-patient mental 
health services are utilised by Asians, this does not seem to be the case for out-patient 
consultation services with some studies reporting a lack of awareness of local service 
provision (Beliappa, 1991; Patel, 1992). Gillam, Jarman, White and Law (1989) 
reported an under utilisation of GP services in all ethnic minority groups, and yet a 
study by Ahmad, Baker and Kemohan (1991) found that GPs thought that patients of 
Asian origin made excessive and inappropriate use of health services, and required 
longer consultation time. When Asians did consult GPs, psychiatric morbidity was 
less likely to be identified compared to whites (Brewin, 1980; Bal, 1987; Wilson and 
MacCarthy, 1994). This lack of recognition of emotional distress may be linked to the 
commonly held assumption that Asians present their psychological symptoms 
differently to other groups of patients.
Somatization theory
Somatization theory refers to the communication of social and emotional distress in 
physical and bodily complaints and it has been claimed that ethnic minority groups, 
particularly Asians, are often unable to verbalise their feelings of distress and instead 
attribute them to physical illness. (Teja, Narang and Aggarwal, 1971; Leff, 1973; 
Murphy, 1977; Rack, 1982). Mumford (1991, 1992, 1993) and Mumford et al. 
(1991a,b) have even developed and researched “The Bradford Somatic Inventoiy”, a 
questionnaire based on the idea that distress is expressed through somatic sensations 
and metaphors which is designed to assist with the identification of psychiatric 
disorder and such an instrument may promote the notion that Asians somatize.
However, somatization theory makes the assumption that people from different 
cultures use the western construction of a mind-body split (Moodley, 1995). Fernando 
(1991) cautions against regarding a particular majority cultural expression as 
universally applicable when there are diverse and varying sociocultural dimensions of 
emotional expression. Bhatt, Tomenson and Benjamin (1989) found no differences in 
the reporting of psychological symptoms between an Asian and white British group, 
and whilst recent studies (Farooq, Ghahir, Okyere, Sheikh and Oyebode, 1995; Sham 
et al.. 1996) have found that Asian patients do report more somatic symptoms than
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Caucasian patients, the differences are small and undermine the argument that Asians 
lack the appropriate language to describe mood states. Any ‘symptoms’ presented to 
a physician will reflect aspects of the doctor-patient interaction which may be 
influenced by both race and culture and this will have an effect on both the expression 
and recognition of distress (Fernando, 1991). Pillai (1995) argues that it is a myth that 
Asians do not make the connection between their emotional and physical states. 
Instead they recognise that medical interventions are not the solution to many of life’s 
difficulties. This was the case for Beliappa’s (1991) respondents, 200 Asians living in 
Haringey, North London, who saw their emotional and social problems as falling 
within the boundaries of ‘normality’, conceptualising them in more holistic terms, so 
that they consulted the GP mainly about physical problems. This apparent stereotype, 
that Asians ‘somatize’ while white people ‘psychologize’, can result in Asians being 
stigmatised and passed from one service to another, and being denied appropriate 
mental health services on the grounds that they are not psychologically minded 
(Webb-Johnson, 1991). Asians are less likely to be referred for psychotherapy than 
whites (Campling, 1989; Littlewood, 1992) even though the transcultural unit at 
Lynfield Mount Hospital in Bradford has noted that Asians do benefit from 
psychotherapy (Daudjee, 1995). Inadequate mental health service provision may be 
one reason for unreported psychological distress in the Asian community found in 
several studies (Wilson, 1978; Currer, 1984; Krause 1989; Beliappa, 1991) but a 
recent unpublished study in Newham, London (Yazdani, 1997) indicates that younger 
Asian women (14 -19 years) were unaware of local mental health services. Barriers 
to accessing support included cultural and family stigma and a fear of loss of 
confidentiality, particularly when the GP was related to or part of the women’s 
community.
Attempted suicide and suicide in Asian women
Before considering epidemiological research on attempted and completed suicide in 
Asian women - which constitute one of the main research foci on the topic of Asian 
women and mental health - it is necessary to define these terms. However conceptual 
and categorisation difficulties arise as the literature referring to suicidal behaviour 
often conflates terms such as ‘attempted suicide’, ‘parasuicide’, ‘deliberate self 
harm’, ‘self injury’ and ‘suicide’ and displays a lack of clarity around whether these 
behaviours are the same, distinct or overlapping phenomena. Part of the confusion 
appears to relate to issues around the intent and meaning of such behaviours which 
will vary according to the individual who carries out such acts and the individual -
108
coroner, researcher, practitioner, relative - who interprets the communication of 
intent.
The word ‘suicide’ comes from the Latin ‘sui’ meaning ‘self and ‘caedere’ which 
means ‘to kill’ and the Oxford Dictionary (1976) defines it as ‘intentional 
self-slaughter’. Stengel (1964) defines it as “the act of taking one’s own life” (p. 14) 
and he drew a clear distinction between ‘attempted’ and ‘completed suicide’. 
Pritchard (1995) concurs with such a distinction but recent research (Suominen et a l . 
1996) has shown the connection between attempted and completed suicide as suicide 
attempts are strong predictors of completed suicide. Whilst Isometsa et al. (1995) 
consider that the communication of intent is crucial to the understanding of suicidal 
behaviour, Babiker and Arnold (1997) point out that individuals often hold complex, 
confused and ambivalent views regarding an intention to die and these researchers 
conceptualise suicide, parasuicide and overdosing as all being forms of self-harm 
behaviours.
Epidemiological studies on attempted and actual suicide amongst Asian women also 
subsume some of the above terms under broader research descriptions of suicidal 
behaviours.
Attempted suicide
Retrospective hospital case note analysis has been the main method for establishing 
attempted suicide/self poisoning rates amongst Asian women in Britain. The first 
study we can see was carried out in Birmingham by Burke (1976). He looked at 
admissions between 1969 and 1972 for the attempted suicides of 68 (32 female) Asian 
immigrants aged between 15 and 64 years, bom in Bangladesh, India and Pakistan, 
comparing these figures with those from research carried out in the United Kingdom 
and India. Whilst he found that the overall rate of attempted suicide was 40% lower 
than that of the British-born population, rates of self-poisoning amongst Asian women 
aged 15-24 years were almost threefold compared to those found in India, and 
interpersonal disputes preceded suicide attempts. Stress and culture conflict were 
postulated as possible associated variables. Between 1979 and 1981 another 
Birmingham study by Merrill and Owens (1986) examined the casualty admissions 
due to deliberate self-poisoning, of 196 (146 female, mean age 23 years) Asian 
immigrants bom in Bangladesh, India, Pakistan and East Africa, and compared 
findings with a British - bom white group. This study found that the rate of
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self-poisoning among Asian women, who experienced marital problems and were less 
likely to have self-poisoned previously or to have received psychiatric treatment, was 
higher than that for white women. The presence of ‘culture conflict* defined as 
“family discord over Asian versus western lifestyles” (p.712) was noted amongst the 
unmarried Asian women. In Bradford, Biswas (1990) replicated Merrill and Owen’s 
(1986) findings with a sample of 38 Asians (28 girls) and 34 white adolescents who 
were aged 17 years and below. A recent unpublished study (Desai, 1997) which 
analysed all attempted suicides (434 male and female) during a one year period, 
presenting to an Ealing hospital, found that young (i.e. 1 6 - 1 9  year olds) Asian 
women showed the highest overall rates when compared to white women and Asian 
men and when compared with a control group of Asian females attending a local GP 
surgery. Those who attempted suicide were more likely to have made a previous 
attempt, have a psychiatric history and be unemployed and non traditional in that they 
were more likely to have changed religions and believe in cohabitation and 
inter-racial relationships. Eighty per cent of both groups - the suicide attempters and 
the GP attender group - believed that Asians in the UK faced difficulties in the areas 
of housing, finances, language and child rearing.
Suicide
The first study on Asian women and suicide in Britain was carried out by Raleigh et 
aL (1990) who examined the suicides in England and Wales between 1970 and 1978 
of 145 men and 86 women, bom in India, Pakistan, Bangladesh and Sri-Lanka, using 
OPCS death certificates and calculating proportional mortality ratios to generate 
‘expected’ suicides. More suicides amongst 15-25 year old Asian women, particularly 
among married women were found, compared to the general population of women in 
this age range. A second study by Raleigh and Balarajan (1992a) expanded the 
research focus by examining not only suicide data, but also deaths unclassified as 
suicide due to undetermined injury whether accidentally or purposely inflicted. This 
analysis also included the mortality data of Asians bom in East Africa and from the 
Indian subcontinent and of West Indians bom in the Caribbean. During 1979 and 
1983, there were 150 male and 89 female suicides among immigrants from the Indian 
subcontinent, aged between 15 and 64 years. The researchers found that levels of 
suicide in Asian women of Indian and East African origin aged 15-24 years were 
double those recorded nationally. The latest research by Raleigh (1996a) is based on 
suicide data between 1988 and 1992. Results are consistent with those obtained 
previously and shows that at ages 15-34 years, Indian and East African bom Asian
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women have a 60% increased risk of suicide. This picture of high rates of attempted 
suicide and suicide amongst Asian women is not specifically a United Kingdom 
problem but reflects a cultural continuity. Research literature from India has also 
documented that Indian women are at risk from suicide and deliberate self-harm 
(Ponnudurai, Jeyakar and Saraswathy, 1986), and this trend has been demonstrated 
amongst Asians who have migrated and settled in other parts of the world such as in 
South Africa (Pillay and Schlebush, 1987) and in Malaysia (Mariam, 1988). Raleigh 
and Balarajan’s (1992b) study which analysed national suicide data among 17 
immigrant groups in England and Wales confirmed that immigrants generally mirror 
the suicide patterns of their social origins, and the findings suggest that migration does 
not contribute to an increased risk.
In conclusion, as can been seen from all the above studies, being a young Asian 
woman is a risk factor for attempting or completing suicide and 'cultural conflict’ has 
been cited as a possible reason. In the final section of the introduction, more general 
psychological and sociodemographic variables relating to suicidal behaviour will be 
summarised in order to outline a broader picture.
4.1.4 Psychological and sociodemographic risk factors associated with suicidal 
behaviour
Suicide accounts for 1% of deaths in the UK amounting to approximately 5000 deaths 
annually, and suicide rates are twice as high in men as in women, increasing 
proportionally with every decade (Department of Health, 1993). Risk factors include 
being divorced, widowed, single, unemployed, retired, socially isolated, having a 
painful illness, a history of deliberate self-harm, and a family history of affective 
disorder, alcoholism or suicide. The causes of suicide are multivarious and complex 
(Aldridge, 1998) but psychological correlates include estrangement or alienation from 
others, early parental loss and adverse life events, (Paykel, Prussoff and Myers, 1975; 
Rihmer, 1996) lack of social support and access to the means to commit suicide 
(Williams and Morgan, 1994). Of the people who commit suicide, 25% are 
psychiatric patients (Department of Health, 1993), a diagnosis of depression carrying 
a 15% life time risk for suicide (Miles, 1977).
With attempted suicide, there is a gender reversal in terms of risk factors so that 
females are more vulnerable than males by a ratio of 1.5 - 2.5 : 1 with higher rates 
occurring in young females aged 15-19 years. Runeson, Eklund and Wasserman
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(1996) postulate that women who attempt suicide lack social support and Williams 
(1985) describes a predominant mood of depression and hopelessness in both males 
and females. Kingsbmy (1994) confirmed the presence of these features of social 
isolation and depression in a group of Asian adolescent suicide attempters. Rows and 
relationship crises with key people often precede suicide attempts (Williams and 
Morgan, 1994) and may be attempted solutions to get relief, to escape, to show 
desperation and to express anger (Aldridge, 1998).
4.1.5 Research aims
The previous literature review highlights an omission of Asian women from 
mainstream psychological research on mental health where they are either subsumed 
within research on mixed gender ethnic minority populations or excluded altogether. 
This study proposes to challenge this invisibility by specifically conducting research 
with Asian women in Britain which investigates the psychological factors associated 
with their suicide attempts, in order to explore possible vulnerability factors. This 
study aims to explore and privilege participants’ voices, adequately represent their 
experiences and acknowledge researcher reflexiveness. One final endeavour is to 
consider any relevant preventive strategies and clinical recommendations that may 
arise from the research.
METHODOLOGY
4.1.6 Choice of Method
Psychology has tended to espouse an empiricist positivist epistemology, whereby 
there is an emphasis on measurable observable external behaviour and experimental 
quantitative methods seek to establish Taw-like’ generalisations of the same kind as 
those which have been established to natural reality. Such realist ontology assumes 
that here is a real material world in which objects wait to be ‘discovered’ and 
described, using hypothetico-deductive methods either to verify or falsify a prior 
theory. In contrast, recent qualitative paradigms emphasise developing theory from 
data (Henwood and Pidgeon, 1992, 1994, 1995; Pidgeon, 1996; Smith, Flowers and 
Osborn, 1997). These stand in apparent contrast to the dominant positivistic 
psychological paradigm, being naturalistic, contextual and interpretative and taking a 
phenomenological approach, whereby the search for meaning is privileged, rather than 
the discovery of abstract universal laws. A constructionist epistemology is assumed
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so those working hypotheses are generated within networks of social activities and 
systems of socially constituted meanings. There has been an historical paradigmatic 
debate concerning the relative merits of quantitative versus qualitative research and 
whilst a distinction between these paradigms is useful in terms of assessing their 
suitability in answering particular research questions (Biyman, 1988), the debate may 
be a "pseudo issue" (Orford, 1995, p. 19). There may be a false dichotomy between 
“hard” i.e. quantitative and “soft” i.e. qualitative research methods, (Henwood and 
Pidgeon, 1995) as they are not mutually exclusive paradigms, and there is not a one 
to one relationship between “quantitative” and epistemological realism and 
“qualitative” and constructionism (Henwood, 1996).
The debate may not just be about epistemology, but there may be another hidden 
agenda. Numbers and the ability to measure have been uncritically accepted as the 
benchmark for the legitimacy of psychology (Warner, 1997). They confer authority 
and expertise on psychologists, in that the public are not usually able to challenge 
statistics (Boyle, 1997). This may be one reason why qualitative research, which 
often reveals gaps in knowledge and seeks participant approval, is often challenged. 
Moreover, “discovery” is a process: “scientists” construct the world, and scientific 
knowledge and practice is much more creative than is portrayed by an idealised 
version of “science.” Instead it is determined by social relations, beliefs and value 
systems (Woolgar, 1996). Discourse analysts (Wetherell and Potter, 1992; Burman 
and Parker, 1993; Parker, 1994; Coyle, 1995; Potter, 1996) who advocate the primacy 
of qualitative methods, have argued that researchers construct versions of the world 
through their activities as social and political beings.
When considering methodological options in this study, the focus was on choosing a 
research method which would facilitate an entering and exploration of the 
participant’s inner and outer worlds as the research enquiry would centre on their 
realities and subjectivities, their struggles and aspirations, childhood experiences, 
cultural identities, relationships, and lifestyles. In this real world research there is an 
emphasis on capturing women’s viewpoints to build a detailed picture of their 
experiences (Smith, 1995) and an ethical concern not to keep the “other” at a distance 
(Mama, 1995). Mainstream psychology has tended to admit only that which can be 
recognised within its own categories and identities, to the detriment of its treatment of 
women and black people, (Burman, 1997) who are positioned (apparently) at the 
bottom of social hierarchies, but whose activities can provide starting points for 
thought for all research and scholarship (Harding, 1993). Such concerns require a
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theoretical framework which embraces a phenomenological and qualitative 
perspective, as the importance of ‘subject’ is paramount, as is the need for 
interpretation and empathy, rather than prediction and control (Gillett, 1995).
A qualitative approach fits with the scientist-practitioner role of applied psychologists 
(Orford, 1995) and is suited to a researcher-clinician who has skills and the personal 
resources to establish a therapeutic alliance which facilitates the client’s telling of her 
‘story’, to which the clinician can bear witness. Moreover a qualitative approach 
increases therapeutic potential for the participants as speaking about their lives could 
be experienced as a healing and empowering experience thereby increasing the 
benefit for the participant in terms of the trade between researcher and ‘subject’ 
(Westerlund, 1992).
4.1.7 Procedure
A detailed Proforma was submitted to the East Berkshire Research Ethics Committee 
who approved the study on July 11 1996. (Appendix One)
Recruiting participants
Participants were clients who had been referred to the Project Amba service, a 
specialist psychological and counselling service for Asian women in East Berkshire. 
Funded as a ‘Health of the Nation’ initiative (Department of Health, 1992) by 
Berkshire Family Health Service Authority, and set up by the Clinical 
Psychologist/Researcher, part of its remit was to investigate psychological factors 
associated with the high attempted and actual suicide rates reported amongst Asian 
women in Britain (Balarajan and Raleigh, 1993). The Project Amba Counsellor 
compiled a list of names and addresses of those Asian women, living in Slough, who 
were receiving or had received counselling, and who had attempted suicide between a 
minimum of three months and a maximum of twelve months prior to the 
commencement of this study. The potential sample pool comprised 16 Asian women 
who were sent, or given by hand, a letter of introduction (Appendix Two) which 
provided the rationale for the study and brief details of what it would involve. Of 
those who volunteered via telephone or Counsellor contact, six women met the 
inclusion criteria. Mutually convenient appointment times were made for the research 
interviews to be held in the Psychology Department at Upton Hospital, Slough. The 
participants had all expressed a wish to help in this study, and were initially assured
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that confidentiality was integral to the research, and that there would be further 
opportunity to discuss this prior to making a decision as to whether to opt in or out of 
the study.
It was important to arrange safe and suitable child care for two of the participants. 
The Project Amba Counsellor, who already knew their young children, provided this. 
Similarly, the site of the interview - the researcher’s office - was located in an 
environment that was familiar to the participants. They had attended their out-patient 
appointments in a nearby room, on the same floor. The participants also knew the 
researcher, not as their individual therapist, but as a colleague of their Counsellor, and 
had often exchanged greetings with her in the Psychology Department waiting room.
4.1.8 The Research Interview
Ethical and Clinical Considerations
The data collection tool needed to fit the qualitative research framework, the 
characteristics of which include exploring, describing and understanding the 
experiences of those under study, and taking a perspective of openness and flexibility 
in order to address unexpected experiences that might emerge (Bryman, 1988). Such 
a perspective is similar to that characterising a counselling therapeutic interview that 
can empower and facilitate the self-awareness of the client. Interviewing can be 
viewed as a key site of reflection, and feminists have found it a useful tool for 
understanding women’s own evaluations of their lives and experience (Phoenix, 
1990). Thus it seemed appropriate to use a counselling interview as a data collection 
strategy, particularly as this would also utilise the researcher’s clinical and 
counselling skills. Although a counselling interview has the potential for fostering 
good rapport and encouraging interviewees to elaborate their experiences, the telling 
of a life history can be retraumatising (Coyle & Wright, 1996). Thus it was important 
that the researcher, having restimulated distressing memories, offered resources that 
could be used by the interviewee to work through them (Breakwell, 1995) and 
demonstrated empathy, genuineness and unconditional positive regard (Rogers, 1951) 
as advocated by client-centred therapy where importance is given to listening to the 
meaning of the clients’ stories. Counselling interviews can be conceptualised as a 
feedback loop where reflecting back, paraphrasing and summarising are important 
components (McLeod, 1994). It was hoped that the participants’ experience of 
speaking about their lives in front of an empathie and facilitative witness would be
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healing and therapeutic, and there was a commitment to respecting and empowering 
the participant
Protocol for Individual Interviewing
Initially, an attempt was made to establish rapport and put the participant at ease. A 
brief review of the purpose of the study was given, and gratitude was expressed for 
their willingness to participate. The right to control participation in the study and 
safeguards to confidentiality were explained as indicated by the ‘Obtaining Consent’ 
schedule (Appendix Three). A separate statement of Informed Consent (Appendix 
Four) was read by the participant and signed, if consent was given. There was an 
assurance that future counselling would be accessible and provided by the Project 
Amba Counsellor, if required, who had agreed to this. (Appendix Five) Permission 
was requested to switch on a small tape recorder, and once again there was a reminder 
that it could be switched off and the audio cassette wiped at any time.
The semi-structured research interview was of one hour’s duration. It used a minimal 
schedule of four prompt questions in order to elicit material relevant to the research 
concerns, and also to avoid limiting the range of issues which the women may have 
wished to explore. The prompt questions were:-
• “What led to your suicide attempt?”
• “How has your life changed since then?”
• “What could have helped prevent you from making the suicide attempt?”
• “Studies show that many Asian women have high rates of actual and attempted
suicide - Why do you think this is?”
Although the researcher was guided by this schedule, she did not ask the questions in 
a set order or sequence, as this would not have been in keeping with a counselling 
interview format, and flexibility was needed so that areas of interest could be 
followed and further explored. The ending of the interview consisted of the 
researcher stating: “ I think I have a better understanding of the factors associated with 
your suicide attempt and subsequent recovery. Is there anything you would like to add 
or ask me?” Having given the opportunity to debrief, the researcher formally thanked 
the participant for her generous giving of time and help.
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4.1.9 Grounding Theory
The study required an appropriate and suitable methodological strategy that would be 
sensitive to the participants’ agenda, and enable the exploration of a relevant and new 
research area. Hence the grounded theory approach described by Charmaz (1990, 
1995) and Pidgeon and Henwood (1996) was used to guide this study. Grounded 
theoiy procedures require precision and rigour and also creativity and flexibility. The 
originators of this method were sociologists who set out clear guidelines for making 
qualitative analysis and procedures explicit (Glaser and Strauss, 1967,1968).
Grounded theory is particularly well suited to textual data which are concerned with 
the variable meanings and contexts of participants’ worlds. The grounded theorist’s 
task is to construct intersubjective meaning or ‘verstehen’ (Henwood, 1996) thus 
placing an emphasis on people’s subjectivity. This approach has been commonly 
adopted in the field of health psychology, for example, by Charmaz (1990) whose 
research into chronic illness illustrates the complex process of grounded theory 
derived from a symbolic interactionist perspective, whereby there is an assumption 
that human action depends on the meanings people attribute to their situations and 
which researchers attempt to access. According to Charmaz, the researcher is active, 
attends closely to the data, brings his/her own biography to bear on the research and 
follows leads and theoretical hunches that may be generated throughout the research 
and writing phases.
This constructionist perspective, although not a strong variant of this position, thus 
revises earlier grounded theorists’ supposition of an external reality being unaltered by 
the researcher’s presence. According to Charmaz (1990) the grounded theoiy method 
encompasses four phases:
• creating and refining the research and data collection questions
• defining and redefining terms to concepts by means of constant comparison and 
continued questioning of data
• asking more conceptual questions on a generic level
• making further discoveries and clarifying concepts through writing and rewriting, 
which are a crucial part of the analysis.
She also suggests delaying the literature review in order to encourage fresh insights 
and open-endedness. In her view, such methods should generate theory which 
“explicates a phenomena, explains relationships between concepts and provides a 
framework for making predictions.” (p. 1164).
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One method advocated in a grounded theoiy approach for the purpose of building 
theory and extending researcher understanding is that of theoretical sampling 
whereby, in the light of evolving theoiy new cases are sampled as the analysis 
proceeds (Pidgeon, 1996). This sampling approach was not adhered to in this study 
because of ethical and practical concerns: the Clinical Psychologist was leaving her 
post shortly after conducting the six participant research interviews and so new 
participants could not be recruited for theoretical sampling proposes. However this 
study’s sample size does exceed the minimum of five clinical cases as recommended 
by Turpin et al. (1997) who have considered the essential criteria required for 
qualitative research projects and theses. Even with small participant numbers, 
grounded theory methodology can be challenging in that it is time consuming and 
difficult to present, and particularly to explicate the process of analysis. Also, the 
reliability of defined categories may be questioned by those operating within a more 
traditional model of science (Boyle, 1997). However advantages include the 
generation of complex and relevant psychological theoiy through process oriented 
research which is able to handle inconsistency in data, one key to a thorough analysis.
The following section will include details of a literal hands-on approach chosen in 
preference to a computer based analysis because the physicality of this approach 
would promote intimacy with the data (Boyle, 1997; Payne, 1997). The core 
analytical commitments required for a grounded theory approach were based on those 
documented by Pidgeon and Henwood (1996).
4.1.10 Analytic Strategy
This was guided by the grounded theoiy approaches as used by Charmaz (1990, 1995) 
and Pidgeon and Henwood (1996). Whilst the following procedures are described in a 
linear sequence, data collection and interpretation were merged and iterative as the 
researcher’s explorations ‘flip-flopped’ between the data, her personal experiences 
and the literature. She kept a field record/research diary of her thoughts and 
reflections from February 1996 to February 1998 a form of memo writing which was 
prompted by data analysis and served as a reminder for literature follow up or coding 
revisions.
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Transcription to text
Each of the audio-taped interviews was fully transcribed to text which constituted the 
data for analysis, and the transcripts were photocopied in anticipation of a subsequent 
phase of sorting and reordering of data. By hand, the researcher labelled each 
transcript 1-6 at the top of every page to denote which particular research interview 
was represented. Page numbers were allocated to the transcripts which were 
numbered line by line on the left hand side of the page, the first line of each page 
beginning with number 1. (Appendix Six)
Initial analysis
The four prompt questions, which were included in the semi-structured research 
interview, were hand-written onto an index card and from a large sheet of coloured 
adhesives, a different coloured dot - red, blue, yellow and green - was stuck alongside 
each question. Each transcript was examined for responses to each question, which 
were marked by sticking appropriately coloured dots alongside the right hand side of 
the transcripts and using highlighting pens of the same colour to underline text. Thus 
blue dots denoted the participants’ views as to why Asian women have high rates of 
actual and attempted suicide. As the researcher became immersed in the transcripts, it 
became apparent that the responses to the question "What led to your suicide 
attempt?” were not immediately visible compared to the other three questions, but that 
clues and possibilities were scattered throughout the texts. The three remaining 
questions relating to high suicide rates in other Asian women, life changes since the 
suicide attempts and possible preventative factors produced more delineated 
responses. A process of cutting and pasting photocopied transcripts enabled the 
participants’ responses to these questions to be collated and displayed alongside each 
other. (Appendix Seven)
Creating categories and developing themes
The transcripts were repeatedly read, line by line and the data was sorted and 
re-represented through the labelling of salient words and concepts whereby categories 
were created. A category was defined as a “concept unifying a number of 
observations .... having some characteristics in common” (Dey, 1993, p. 275) and 
emergent categories were noted in pencil in the left hand margin of the transcripts. 
Further core analysis resulted in a tentative linking of categories which could be
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subsumed within themes, a theme being defined as a key word which captured the 
essential quality of words in the transcripts (Smith, 1995). Common themes were 
identified in the accounts and constant comparison was undertaken whereby the 
uniqueness, similarities and differences between participants’ accounts were explored. 
Themes were randomly chosen and through a further cutting and pasting process 
extracts from each account were grouped together. Thus the participants’ accounts of 
self-harm were collated using this method. Reference to relevant literature was made 
simultaneously to the continuing analysis, through memo writing a form of analytic 
notes which acted as aide-memories to trigger reflection on research ideas. Further 
refinement of categories and themes occurred by continually returning to the data in 
order to ensure that the final coding constituted recognisable descriptive terms for the 
data. Saturation occurred when approximately over fifty themes had emerged 
(Appendix Eight) and further descriptions of the transcripts had been exhausted. 
Links between themes emerged e.g. ‘self-harm’ with ‘silencing’ and such 
relationships and linkages were postulated diagrammatically and during the course of 
discussion with colleagues and research supervisor. (Appendix Nine) 
Interrelationships were re-appraised constantly through a process of constant 
comparison.
Grounding Theory
Grounding theoiy necessitated returning again and again to the data, seeking out new 
or previously familiar literature and validating theoretical interpretations against the 
transcripts. The writing of category/theme definitions and drafting of the ‘Analysis’ 
section also provided opportunities to test and revise emergent theoiy and develop 
further researcher understanding.
4.1.11 Accounts. Representations and Realities
A central issue regarding researcher representation of participants’ accounts concerns 
their relationship to reality. A discourse analytic approach (Potter and Wetherell, 
1987) for example, might appear to overcome this dilemma by seeing the accounts as
texts “positioned in a sealed and protected realm.” “divorced from the political
and personal” (Gill, 1995, p. 174) requiring linguistic analysis. However, there is a 
problem with an extreme relativism espoused by some discourse analysts who 
emphasise that it is not possible to privilege one version of the world over another. 
Such “suspicion and cynicism about material reality leads to a form of
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epistemological nihilism, whereby nothing can ever be decided about the world” 
(Pilgrim and Rogers, 1997, p. 37) and there is no indication as to how choices can be 
made between competing accounts as all ‘truth’ claims are given equal validity. This 
is one of the weaknesses of a constitutive post structuralist framework, which regards 
‘knowledge’ as a representation of rather than a material reality so that personhood 
would be seen as a consequence of discourse, produced through the grammar of 
language (Harré, 1983) or through narrative (Sarbin, 1986), thus leaving subjectivity 
untheorised (Burr, 1995). Nevertheless this constructivist position has been an 
attempt to challenge a traditional positivist psychology where apparently observable 
‘facts’ are said to equate to reality, a naïve reflection perspective according to 
Woolgar (1996) who has pointed out how even apparently realist accounts of 
discovered objects are processes subject to revision and rewriting.
Three other social scientific frameworks, described by Pilgrim and Rogers (1997) 
have also expanded upon a positivistic perspective, but, in contrast to post 
structuralism, have explored the experienced meanings expressed by people who have 
mental health problems, and taken into account the impact of structural realities on 
their lives:
• Social causationism focuses on the social causes of mental illness. For example, 
Paris and Dunham (1939) linked schizophrenia and social class and Brown and 
Harris (1978) researched the social origins of depression.
• Interpretative microsociology used personal accounts and participants’ 
observations, e.g., Hoffman’s (1961) writings on hospital life which 
conceptualised how health and illness are socially negotiated.
• A political economy approach, e.g., Sedgwick (1982) links the control and care of 
the ‘mentally ill’ to Government economics. This might explain the recent spate 
of de-institutionalisation in the guise of community care.
These three perspectives emphasise how the outer world of material realities such as 
political interests, culture and social status, impinge upon human beings’ inner worlds 
and psychological ‘realities’, and yet reality can be seen as constructions of the 
participants and the researcher. For the purpose of this research, at the heart of which 
lies the participants’ accounts of their lives, a theoretical standpoint is required to 
explain the relationship between the accounts and reality. Hence the adoption of a 
Critical Realism perspective (Bhaskar, 1989) which synthesises the strengths of both 
realism and constructionism. The advantages of such an approach include providing 
“an important democratic potential by cautioning against scientism i.e. a naïve over
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reliance on the scientific production of knowledge by, and on behalf of, elite groups in 
society” (Pilgrim and Rogers, 1997, p. 38) and legitimising lay knowledge about 
mental health. In this study, the participants’ accounts of their material reality and 
agency are their ‘truths’ and ‘realities’, the meanings of which may change and 
fluctuate over time. In a similar vein, this holds true for the researcher’s 
interpretations which should be considered as shifting and dynamic rather than static 
and immutable, supporting Woolgar’s (1996) mediative view of the imperfect 
ideological relationship between object and representation.
4.1.12 Validity and Reliability
Within a positivist framework, the criteria forjudging psychological research centres 
around issues of reliability, validity and generalizability. Morgan (1996) has 
emphasised how repeatability and replication should be fundamental to scientific 
method. Yet as Woolgar (1996) points out all scientific methods are ideologies of 
representation which consist of evaluative repertoires constructed by scientists. In this 
study the relationship of the participants’ accounts to ‘reality’ is the researcher’s 
interpretation based on a ‘bottom-up’ conceptual analysis of the transcripts thereby 
enabling developing theory to remain grounded in the ‘data’ (Pidgeon, Turner and 
Blockley, 1991). This ‘keeping close to the data’ was one of the validity and 
reliability criteria suggested by Henwood and Pidgeon (1992, p. 105), as was 
transferability i.e. the application of this study’s findings to similar contexts, as no two 
research situations are identical. Importance is given to the notion of generativity 
(Henwood and Pidgeon, 1995) whereby there is a consideration of the extent to which 
the study’s ideas and findings promote further issues and questions for future research. 
Doherty and Maison (1996) advocate such pragmatic concerns and suggest that the 
presentation of a coherent rhetorical argument is also a criterion for validity. These 
potential criteria could be used by the reader for evaluative purposes.
Some qualitative research includes the validity criterion of sensitivity to negotiated 
realities where participants’ validation is sought to ascertain whether theory is 
recognisable to the participants or whether the views of researcher and researched 
differ. Henwood and Pidgeon (1995) and Smith (1996) point out that however 
democratic the research practice, the question of power relations between participants 
and researcher remains and often the strategy of participant checking is used as a 
“‘bumper sticker’ to trumpet the ‘authenticity’ of research” without addressing the 
power dynamics within the research situation (Coyle, 1996, p. 74). Moreover it is
122
unlikely that participants would recognise analyses that have been filtered through an 
interpretative system which they might not share. This is why in the context of this 
study it was decided not to elicit the participants’ comments on the data although 
reports on research in progress were made to professional audiences and their 
feedback was considered (see Section 3.1.3).
The section on Analytic Strategy and Analysis and the Appendices which detail how 
grounded theory is developed from data endeavour to demonstrate how theory is 
integrated at diverse levels of abstraction by documenting and making explicit all 
stages of analysis, through the laying of a ‘paper-traiV which lends itself to external 
audit. These are two further criteria of validity according to Henwood and Pidgeon 
(1992). One of the strengths of grounded theory is that the process of research and 
research findings is a “public product, open to scrutiny” (Pidgeon et al.. 1991, p. 170) 
where decision making with regard to analytic strategies and data analysis is made 
transparent. Finally, in contrast to quantitative research where researcher assumptions 
and perspectives often remain obscured and invisible it is necessary to articulate and 
situate the researcher’s ‘gaze’ (Warner, 1997). Hence importance is accorded to 
subjectivity and reflexivity (see following section) involving the researcher’s role and 
experience and personal and political interests. Here the utilisation of the researcher’s 
lived experience is seen as “a resource, not a problem” (Parker, 1994, p. 13).
4.1.13 Subjectivity and Reflexivity
The complexity of the theorising and practice of ‘Representing the Other’ i.e., 
representing groups to which the researcher does not belong, has been documented by 
Wilkinson and Kitzinger (1996) and constitutes one of the tensions inherent in this 
research. Whilst wishing to be a mere conduit through which the participants’ voices 
can be heard, the researcher acknowledges that her attempt to tell their stories 
inevitably resulted in not just re-edited versions, but new stories and representations, 
as she too, like the participants shares the dilemma of how to make sense of the 
world. Representing others involves representing oneself firstly because the “use of 
self’ can be a tool for psychological understanding (King, 1996) and secondly, 
because the researcher always forms an integral part of the actual research. 
According to Stanley (1996), particular research is carried out because of its perceived 
resonance with the context of the researcher, and therefore it is imperative to set out 
who the researcher is in order to explore how this impacts upon the research process. 
In this vein, I have set out my autobiographical details in a similar manner as those
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posited by Hollway (1989) and Mama (1995), who have explored how their own 
personal histories, values and assumptions impact on their research. I have, however, 
endeavoured to be self-critical and reflexive, having heeded the concerns raised by 
Bola et al. (1998) which relate to the tokenised way in which some researchers may 
represent themselves.
My background
I was bom in North London, to Hindu parents from the Punjab, a region in north-west 
India. Both my parents’ families had been dislocated as they had to flee from Lahore, 
where they had spent their early lives, during the partition of India in 1949. My 
parents eventually settled in England, where they arranged their own marriage, an 
unconventional act, given the Indian custom whereby families arrange their children’s 
marriages. I come from a family where there was a strong tradition of helping others. 
My father was a dentist, and my mother, a doctor, and they dedicated their 
professional working lives to the National Health Service, under extremely difficult 
circumstances.
From an early age I was aware that I inhabited more than one context simultaneously. 
As a child, I had to move chameleon-like (as Fanon, 1979 explains in “Black skins. 
White Masks”) between a "white’ British and European world i.e. a world of "white’ 
European au pairs, school and a wider social context, and a "brown’ Indian world and 
its prescriptive culture, i.e. my parents’ friends, and relatives in India whom we 
visited at regular intervals. I therefore had to keep a foot in each world, but never 
quite belonged to either, and this realisation, whilst liberating, was also extremely 
confusing
As an Asian adolescent, I was not allowed the same social freedoms as my "white’ 
peer group, which increased the confusion and intensified my adolescent struggle to 
understand both worlds. As I attended a white public school I had lost the ability to 
speak Hindi and Punjabi, and whenever I had to attend Indian gatherings, I was 
acutely aware of this barrier in communication, which increased my sense of 
alienation. Finding out who I was and where I belonged, and consolidating a 
satisfactory identity was therefore difficult as I searched unsuccessfully for physical 
representations and role models which were absent in the "white’ teen magazines I 
read. At the same time I could not imagine my transformation into the traditional yet 
sophisticated Indian models as depicted in Indian films and magazines. It therefore
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appeared to me as if I had a legacy of being an outsider, and that I had to carry a 
permanent sense of ‘unbelonging’ and ‘otherness’.
The Personal becomes Political
As described by the feminist movement my personal experiences became politicised 
as I sought to understand my identity confusion and perhaps, on another level, as a 
réaction-formation defence through my choice of studying psychology. However, my 
personhood was also negated by both my undergraduate and subsequent postgraduate 
training as I was exposed to continuous racism and made to feel ‘other’. My 
awareness of myself as a black person developed and grew with my reading and study, 
an informal bibliotherapy, to enhance my understanding of the world. After 
qualifying as a Clinical Psychologist, I further honed this knowledge to provide me 
with a comfortable level of understanding. I struggled to augment the vast gaps that 
existed in psychological theory which lacked relevance to the cultural diversity of 
clients who had an ongoing daily struggle to survive under sexism and racism.
The Southall and Brixton uprisings in the early 1980s were an indication that the 
British black London community could resist their experiences of racism, neglect, 
hostility and hatred (CARP / Southall Rights, 1991). As a black woman, I was asked 
to serve as a member of Brent Women’s Committee which was funded and supported 
by the Greater London Council. I became a school governor for a local community 
school where many black pupils had been underachieving and I attempted to work 
towards reversing this trend. My community involvement continued as I joined the 
management committee of a hostel and refuge for young Asian women who were 
fleeing community and familial control in Southall. I completed a feminist 
psychoanalytic in-service training programme at the Women’s Therapy Centre for 
mental health workers, run by Louise Eichenbaum and Susie Orbach, and 
subsequently joined a feminist psychologists’ forum. I attended meetings of the 
London based ‘Psychologists for Anti-Racist Practice’. I also did voluntary as well as 
paid work for a series of ‘black’ charities. All of this was important to me as it 
provided me with the opportunity to make connections with other black women where 
at times I was surprised and hurt to discover and experience deep schisms within the 
‘sisterhood’.
This modest grassroots work was my attempt at “engaging in struggles to enable 
others to have a right to humanity” (Singh, 1992, p. 87). To increase my
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professionalism and develop an increased self awareness, I later also entered personal 
therapy to help me explore some of my concerns. In my personal life I married a 
white man from a predominantly working class background and we later had a 
daughter, within this ‘mixed’ marriage context. My private and professional life 
continue to be inseparable and sometimes present me with unique challenges, as I 
seek to make a meaningful contribution to the world.
I have come to terms with accepting the positive aspects of having a cultural hybrid 
identity (Bhabha, 1994). This gives me many epistemic advantages as a researcher. 
While at times it may feel as though I have denied part of myself (Logan, Freeman 
and McRoy, 1989) I am now much more secure in a more fluid and negotiable 
identity which connects me to the shared experience of ‘other’ black and Asian 
women rather than to a particular birthplace. This is an experience shared by the 
young black Londoners studied by Alexander (1996) who debunks the myth of a fixed 
and immutable ethnic identity based on geographical and ancestral connections.
In this study, I have recognised that my self-defined sense of ‘ethnicity’ and identity 
still has a situational aspect which can change according to the circumstances in 
which I may find myself, so that at times I can vaiy between being ‘Black’ ‘Asian’ 
‘Hindu’ ‘Punjabi’ and ‘Indian’ and move between these different aspects of my 
identity according to whatever the situation demands. Having made visible brief 
snapshots of my life experience, the most important question which remains is how 
my life’s trajectories and those of the participants may intersect or diverge.
The Researcher and the Researched - Sisters under the skin?
Prior to and during the process of conducting this study I had assumed a shared 
connection between myself and the participants in terms of our Asian heritage, a sense 
of displacement and ‘otherness’ due to our ‘race’, ethnicity and gender, and our 
experiences of being oppressed by both racism and a patriarchal culture. I believed 
this would legitimise my representation of them and facilitate their disclosing material 
to me rather than, for example, to a white, male researcher. Indeed, my claim to 
outsider status which made me less ‘other’ than the participants, can be heard in an 
audiotape of an interview that was conducted in July 1997 when I was interviewed by 
an American-Asian female Psychologist who asked me to respond to the same 
interview questions as the participants as well as attempting to explore further the 
reflexive aspects to this study. In that interview I remarked that perhaps I had chosen
126
this research topic and the topic had chosen me because I identified with the women 
as I was an outsider too and also, a part of me felt helpless like them. Nevertheless I 
did not bring a helpless perspective to this work as I had been struck by the courage of 
the women and remained hopeful that in general people can reconstruct themselves, 
and this was a form of reincarnation in which I believed . In retrospect, I believe this 
was perhaps a rather naïve and simplistic appraisal and that I avoided looking too 
deeply into our beneath skin differences, as is demonstrated in my earlier writing 
about myself and the participants. I wrote: “Variables of religion, class, sexuality, 
education, caste, socio-economic status, politics, which also constitute our gestalts are 
forever changing kaleidoscopic fashion and so similarities and difference between 
myself and the participants are constantly shifting depending on which category may 
be seen as foreground at that particular time.” I now accept that perhaps I am not 
their sister under the skin. I have power as a researcher, as it is I who has analysed the 
meanings of their experiences. This power was acknowledged by two participants: 
One viewed me as someone doing research which should not be ‘wasted’ and which 
might ‘help’ other women (Appendix Seven, Participant 2, p. 166) and another 
participant perceived me as being ‘good at’ and ‘happy with’ a job that was 
meaningful for me and she also noted that this work provided me with ‘money’ 
(Appendix Ten, Kiran, p. 183). This study may benefit me in terms of enhancing my 
professional status, how will it benefit the participants? I am not restricted in terms of 
going out and living with extended families. On the contrary I exert my autonomy 
and choice almost as a réaction-formation against my Asian womanness. I drive a car, 
and employ two women to help me carry out my domestic and childcare duties. I can 
pay for my therapy twice a week and I have private medical insurance. And yet there 
are times when I have envied the participants: for their strengths, their laughter, their 
knowledge of their cultural heritage. I was influenced by a Feminism that said a 
woman could have it all. I now think “maybe I was had!” Perhaps sticking to 
prescribed rules is less complicated than writing one’s own life script. Finally I am 
aware of how when I have been interviewed on radio about this research, in some 
cases I was regarded as a Professional (usually for white radio) whereas for Asian 
stations, I have been co-opted, as an Asian woman so that I can be regarded as less 
‘other’ than the participants.
These are the dilemmas regarding my relationship to the participants. I aim 
nevertheless to celebrate the experiences of Asian women through this study, and I 
hope that the richness of my cultural and life’s experiences, together with my unique
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academic perspective would enable me to bring a more penetrating bifocal vision to 
the research study.
4.1.14 The Participants
Six women, aged 27 to 55 years, who had met the study’s eligibility criteria, agreed to 
be interviewed. They have been given pseudonyms to maintain their anonymity. 
Three of the women were UK bom, two were bom in the Punjab, and one woman’s 
birthplace was Kenya. The women were defined as Hindu and Sikh. The overseas 
bom women have been resident in Britain between 14 and 30 years. Three women are 
married and live with their partners and children. The unmarried woman lives with 
her boyfriend, the widow with her son and daughter-in-law, and the separated woman 
lives in a refuge. All but one of the women have been employed.
Contextual information on participants
Table One summarises the above information which was obtained from clinical 
records subsequent to the interviews being conducted.
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Table One; ContextuaLinformation on participants
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pseudonyms to maintain anonymity
4,1.15 Analysis
Introduction
The Analysis combines reporting of the results with discussion following the 
recommendation of Banister (1994) who advocates this style of presentation when 
themes are discerned from interview material in areas where there are gaps in 
published research. Moreover, Miles and Huberman (1994) consider that qualitative 
data analysis is the writing up and thinking about results — processes which cannot be 
separated from each other. One advantage of the juxtaposition of results with 
discussion is that the women’s accounts can be contextualized against existing 
literature. Six themes are presented from the fifty plus themes that had been 
identified from the data analysis. The foregrounding of these themes - Abuse, 
Distress, Coping, Cultural Expectations, Silencing and Self-Harm - came about 
because they encompassed sizeable segments of the transcripts. It is acknowledged 
that the research interview transcriptions are not perfect representations. Moreover 
the majority of participants did not all speak English as a ‘first’ language which is 
why their so called speech/grammatical errors have not been ‘corrected’ so as to 
preserve the ‘feeling’ of their words. Quotations that are presented have been selected 
from the overall transcript and are not in sequential order of the interview. Whilst 
they begin with a capital letter this is not to indicate their primacy in speech flow. ( ) 
indicates omission of material from the same continuous section of speech, and 
ellipsis points .... denote hesitations and pauses.
4.1.16 Abuse
The theme of abuse is a thread permeating the women’s accounts, half of whom 
report childhood abuse, and all of whom refer to adult abusive relationships^
Childhood Abuse
Two of the three participants reporting childhood abuse recounted painful memories 
of past childhood abuse that had triggered their suicide attempts:
"I met my, er, uncle’s daughter in Littlewoods store, she works there, and then it 
reminded me of my uncle who used to physically abuse us, and my auntie who’s 
done all that, you know ( ) I mean we used to get beaten up for basically, I’d say, 
nothing.” (Aditi)
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The following extract is a portrayal of her paternal uncle, with whom she lived in a 
joint family, where this male elder felt entitled to mete out discipline as he saw fit:
“He shouldn’t have been a person, nobody should do that to their nieces or 
nephews. I ’ve experienced a lot, seeing my brother nearly beaten to death, or me, 
if there wasn’t neighbours who didn’t live beside us, we could have died.” (Aditi) 
Mona’s recollections of childhood trauma were in the form of flashbacks:
“You know I  am there now, I  can see what they were doing ( ) in the cellar, I  can 
describe what was in there and everything.” (Mona)
This was in the context of growing up in a fragmented and then re-constituted family 
where her younger and older sisters were sent to India for five years to live with an 
aunt, leaving herself and her younger brother with their parents.
“When they came back my life was hell. I  was put second.” (Mona)
Such enforced geographical separations are commonly experienced by Asian families 
and may rupture and threaten parent-child attachments. She recalled being physically 
and emotionally abused by her sisters and parents:
“I  was beaten black and blue, me and my brother used to get, you know, told off 
for everything, anything happened we used to get the blame, so we used to be 
chucked into the cellar all night without food or anything so if my brother was 
going to get beaten up I  used to shelter him.” (Mona)
Geeta’s father also disciplined her physically, and yet she represented him 
sympathetically:
“I really loved my dad, it didn’t matter what he did, whether he whacked me or 
whatever, he always made me feel safe and loved.” (Geeta)
Miller (1991) has commented on how children absolve their abusive parents and 
Salter (1995) names this ambivalence ‘benign transformation’.
Geeta appeared less forgiving towards her mother:
“My mum gave me a lot more beatings than my dad ever did. She beat me once 
with a broomstick and the stick broke.” (Geeta)
She reported that her sister did not receive such harsh treatment from their mother and 
construed this in terms of the antagonistic relationship between her mother and 
paternal grandmother:
“I  don’t know why my mum always treated me differently, maybe she resented 
that my grandmother brought me up.” (Geeta)
“Because my grandmother brought me up she (mother) hated my grandmother. 
She would swear at her” (Geeta)
Even the shared family kitchen became a battleground:
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“Everything was separate, if my mum would cook meat, she (grandmother) would 
go in and clean the kitchen down before she cooked her food and that used to 
drive my mum mad.” (Geeta)
Geeta recounted another episode when her parents argued over her grandmother, who 
was in India at that time:
“And my dad wanted to send her (grandmother) money and my mum wanted a 
new cooker and they had a real big row ( ) my dad stormed out of the house, my 
mum got drunk ( ) and there was only me and my sister at home ( ) my mum was 
calling me a bitch.” (Geeta)
It is possible that the potential for power struggles, family arguments and rivalries is 
increased in such an inter-generational household, a legacy from living arrangements 
back ‘home’ and a practical solution which takes into account limited economic 
resources in an attempt to harness mutual support from family members.
The participants created links between their past experiences of ‘psychically 
destructive’ (Garbarino, Guttman and Wilson Seeley, 1986) and ‘toxic’ parenting 
(Forward, 1989) and their present circumstances, Geeta refers to her parents:
“I  think they made me what I  am today, which is such a mess. I  think because of 
the way they were. It’s probably why I  end up in abusive relationships as well.” 
(Geeta)
Van der Kolk (1989) has described a process of re-victimisation whereby attachments 
are developed with people who harass and abuse due to the confusion of pain and 
love, so that such re-enactment generates fear and ironically, also comfort.
Mona refers to the potentially abusive behaviours of parents:
“I always say to my children, I ’ve gone through hell, I  says, don’t make me do 
what I don’t want to do to you ‘cause I can beat the shit out of you.” (Mona)
Alice Miller (1987a, 1987b) has written about the ways in which parents feel entitled 
to abuse their children for their ‘own good’ resulting in the traumatisation of children 
some of whom may eventually become suicidal. More recently, McCauley, Kern, 
Kolodner, Dill and Schroeder (1997) have confirmed the association between suicide 
attempts and psychological distress and childhood abuse, an association which 
concurs with the views of the participants.
Adult Abuse
All of the participants reported abusive adult relationships which had been 
précipitants of their suicide attempts. Mona referred to:
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“my married life, I  just couldn’t handle it no more. All I  wanted to do was just 
end it.” (Mona)
She was not referring to divorce:
“Otherwise years ago I  would have left him within the first year. When he 
picked his hand up on me I  would have left.” (Mona)
However
“All his relatives in India will find out” (Mona)
Her husband has been previously married and divorced: a further break up could result 
in community gossip, social ostracism and disgrace. Her decision to stay with her 
husband could reflect the high value placed on marriage as a way of maintaining 
individual honour within the Asian community. For the last fourteen years she has 
been having an affair with a married man, who is the biological father of her eldest 
child, a son. Yet she is still obliged to sexually service her husband:
“I don’t want to sleep with him, but I have to sleep with him, there’s no way I can 
get out of it.” (Mona)
Jaswinder, a widow, recounted how the verbal abuse from her son and 
daughter-in-law, whose home she shared, had led to her taking an overdose, in front of 
them.
“She called me a bitch ( ) then that day I  took the tablets ( ) he defended her, he 
said to me ‘you are ‘pagal’ (translation of pagal - stupid/mad) on that day it was so 
bad (). I  was doing all the housework and she doesn’t appreciate ( ) then I  feel no 
mother-in-law does that much work for a daughter-in-law.” (Jaswinder)
Her life did not reflect cultural portrayals of powerful mother-in-law and deferent 
daughter-in-law.
Geeta, a single woman lived with a white male partner whom she had met on a 
psychiatric ward whilst he was ‘drying out,’ and his drinking binges and violent 
outbursts had been documented in her case notes. Her own in-patient admission had 
been due to an overdose following her experience of being sexually and racially 
harassed at work by a male colleague. She recalled the trigger incident leading to her 
overdose:
“A letter in the post from my manager offering to move me rather than to move 
him as if it was to do me a favour.” (Geeta)
The abusive colleague
“Did everything from sending me used condoms in the internal mail ( ) he would 
make comments about my colour.” (Geeta)
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Due to this harassment, she took time off work and feared that her loss of income 
would result in her losing her home.
Although in different circumstances, Kiran, a married woman, also felt that her home 
was under threat and this had contributed to marital difficulties. She, her husband and 
children lived in a flat owned by her parents-in-law which they had unexpectedly 
attempted to reclaim, for their temporary use. Kiran reported an incident where her 
husband hit her in public:
“You see it was my sister-in-law’s wedding and they (her in laws) wanted to move 
into their house for the wedding, and stay on afterwards, and erm, it resulted ( ) 
in my husband hitting me in front of the customers in the shop.” (Kiran)
Aditi had experienced physical abuse from her husband. She poignantly portrayed 
how his violence impacted upon herself and her three small boys:
“When I know he’s had a drink and it’s coming late and he’s gonna drink more, I 
just lock myself, I  carry to the bedroom, I  take the kids upstairs, I  just shut the 
door, I  put all the beds against the door, I take the necessary equipment in the 
bedroom, I say to the kids, ‘You can’t go outside now, for tonight we have to stay 
here, we’re locked in,’ or what I  do, I  bring all the mattresses down and I, me and 
kids sleep in the living room, because I  think first you keep out of his way, 
because, why say something it get worse, but it doesn’t really help whether I  say 
or not, he just carries on, er, and we just spend the night in one room, bedroom, 
me and the kids, and next morning we wakes up and he starts apologising, that 
he’s sorry and he expects me not to say anything....” (Aditi)
This description of an escalation of tension, followed by a violent episode and 
apology and contrition is similar to that postulated by Walker (1979) who uses the 
psychological concept of ‘learned helplessness’ to argue that, over time, women feel 
that they cannot prevent violence. Here, however, Aditi describes an active survival 
strategy, by barricading herself and the children against her husband, whose increased 
propensity for violence she anticipates when he has been drinking. Several 
researchers (Nicarthy, 1987; Kirkwood, 1993; Kelly, 1995) have described the 
complex and skilled methods of coping with domestic violence which illustrate how 
women can be fighters and survivors simultaneously.
Aditi conveyed how her psychological distress is exacerbated by her husband, 
particularly when he has been drinking:
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“He had a few drinks and he just started, he started making comments and 
remarks and I just got really upset.” (Aditi)
This emotional abuse she experiences is linked to her self-harming behaviour: 
“Sometimes when he’s at home ( ) or when he’s at work I  just feel really, you 
know, I  was feeling really down so I tried to slit my arms you know, you can see 
this mark.” (Aditi)
Satinder, who lived in a Refuge, recalled the circumstances of her forced departure 
from the marital home:
“He told me in the morning, when I  come home you shouldn’t be here and I  felt 
very insulted so I left him without picking up anything from home.” (Satinder)
The Asian community is disapproving of women who live alone, separated from the 
family unit Such women are considered to be shameful.
All of these women’s accounts are illustrative of experiences of domestic violence 
which according to the Crown Prosecution Service is characterised by any form of 
physical, sexual or emotional abuse within the context of a close relationship. Such 
abuse may happen irregularly or daily and includes psychological abuse. 
Interestingly, none of the women named their experiences as domestic violence and 
Kelly and Radford (1996) have pointed out how it can take women a long time to 
name what is happening to them - domestic abuse - as violence. All the participants 
linked their psychological distress to abusive experiences in childhood and adulthood, 
experiences mediated by cultural expectations. Half the participants - Geeta, 
Jaswinder and Aditi - made direct reference to abusive events triggering their 
self-harming behaviours. The association between partner violence and suicide 
attempts (Gayford, 1975; Bergman and Brismar, 1991) and partner violence and 
depression (Andrews, Valentine and Valentine, 1995; Dobash, 1995) is well 
documented. A recent study by Russo, Denios, Keita, and Koss (1997) who studied 
black American women has demonstrated a wider link between childhood abuse, 
partner violence and depressive symptoms. The next section will elaborate upon the 
psychological distress recounted by the women to which these experiences of 
childhood and adult abuse may have contributed.
4.1.17 Distress
The heading for this theme, ‘distress’ is a reconceptualization of the term 
‘depression’. This reflects the researcher’s decision to adopt a relativist position for 
describing and communicating the participants’ mental health symptoms in
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recognition of the socio-cultural expression of emotion and categorisation of mental 
illness (Fernando, 1991, 1995; Fenton and Sadiq-Sangster, 1996). Moreover, the 
women’s accounts made only brief reference to clinical symptoms which are typically 
associated with depression. These were:-
• Loss of sense of worth as a person:
"I don’t know why I  can’t love myself, because ..... maybe I can see myself as a 
disappointment, like the family see me as a disappointment” (Kiran)
"I’ve let go of myself, I  don’t care about myself, the way I  look ( )I was a lot 
slimmer than this. I  have put on weight, I  can’t be bothered.” (Mona)
• Tearfulness:
"And time to time I start to cry” (Jaswinder)
"Now the anger has gone, but I  do cry a lot.” (Jaswinder)
• Difficulty in coping with daily tasks:
"I wouldn’t change my clothes, I  wouldn’t go out, I  wouldn’t pick up the ’phone.” 
(Satinder)
"I wouldn’t do anything” "I wouldn’t have a bath for a week.” (Satinder)
• Loss of appetite:
“I  wasn’t eating.” (Jaswinder)
• Overwhelming tiredness:
"I am really run down.” (Kiran)
"I can’t say I  look as good as I  normally would, or as I  would like to, because you 
have to let your body relax, how can your body look the same every single day if 
you’re working from like, you know, twenty four hours a day?” (Kiran)
• Bodily aches and pains:
"And then I was ( ) with pains.” (Jaswinder)
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• Suicidal thoughts:
"I just couldn’t see the point of going on, there was just nothing, there was 
nothing, there was not one thing I  wanted to live to see the next day for.” (Geeta)
• Sleep disturbance:
“I  wasn’t sleeping at the time.” (Jaswinder)
Whilst these symptoms concur with those reported by Fenton and Sadiq (1993) who 
investigated the mental health of 16 Asian women in Bristol, analysis of the women’s 
accounts suggests that such symptoms were associated with other difficulties which 
the women themselves linked to their reported psychological distress.
Cultural representations of the woman’s role
Kiran referred to the undervaluing of women in terms of social status:
"The girls are looked upon as being, you know, the lower sex than the men, that’s 
the main problem.” (Kiran)
Her life space had been prescribed within restrictive cultural parameters:
"My parents, it was like after I  left, just before I  left school I  was considering to 
be a nurse and they totally put me off the idea and they said, ‘oh, no, we don’t 
want any of that, we don’t want our daughter going out to work’” (Kiran)
"My parents didn’t let me study either because they thought that it wasn’t good 
for a girl to go out and study at college.” (Kiran)
"I think generally they were afraid of me being outside and thinking they don’t 
trust me.” (Kiran)
She links not only her mind and mood in a cognitive framework (Beck, Rush, Shaw 
and Emery, 1979) but also connects her unhappiness with dissatisfaction in her 
current work at her in-laws’ family business, selling saris and clothes. Her four and a 
half year old daughter is also restricted to sitting in the shop where her mother is 
unable to give her full attention.
"I can see myself working here till the rest of my life and it’s not very pleasing, it 
puts me down. I get negative thoughts and start feeling depressed.” (Kiran)
“I’m not greedy but I  want to do something that I will be here satisfied with and 
this is not satisfaction, it’s not ( ) I  want to do something totally different, where it
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would, erm, I think, you know, it would just make me happy, make me feel 
complete.” (Kiran)
More than 30 years ago, in a pioneering book which heralded the beginning of the 
American feminist movement, Freidan (1963) commented on how the forfeiture of 
women’s opportunity to fulfil their potential can result in dissatisfaction. Such role 
restriction resonates with Mona’s recollections:
“I wanted an education, didn’t get an education ( ) because my parents said you 
will go out with boys and stuff like that.” (Mona)
Her response to the interview question about what might have helped her at the time 
of the suicide attempt demonstrated that she too linked her limited education and 
work opportunities with her distress:
"Even if I’d had to marry this guy ( ) at least I would have had the opportunity 
and got an education ( ) rather than working you know five o’clock in the 
morning till two o’clock in the afternoon or two till ten o’clock in the evening and 
that’s not a life.” (Mona)
These portrayals imply that the women’s previously expressed requests to pursue their 
studies were not acknowledged and that their voices were silenced. Chester (1973) 
has discussed how the construction of femininity involves being conditioned into a 
state of submission. This state is then psychiatricised as ‘depression’, an extreme 
representation of the ‘feminine’ characteristics of passivity and helplessness. Aditi 
had never worked outside the house yet she too demonstrated that her desire to learn 
new skills had been thwarted by her husband who:
“Doesn’t want to teach me how to drive because he says the first basic thing, the 
first thing I would have to do is learn how to ride a bike. If I can ride a bike, that 
means I can ride a car.” (Aditi)
She appeared to construe the inadequacy of this reasoning when she laughed and 
retorted:
"I think it’s a load of bullshit!” (Aditi)
In spite of using humour to cope with her husband’s excuses to deny her the 
opportunity to drive, her powerlessness is illustrated. Oakley (1974) has documented 
the vulnerability and distress in ‘housewives’, as has Beliappa (1991) in her study of 
Asians in Haringey in North London. Seligman’s (1975) learned helplessness model 
proposes that depression results from a perceived lack of control over one’s life and 
the lack of positive reinforcement, and Naime and Smith (1984) make the ironic point 
that women are often ‘rewarded’ for being helpless (p. 9).
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Vulnerability factors
The women expressed the nature of their close relationships in terms of looking after 
others, the effort of which impacted on their coping resources. Kiran recalled her 
seven years living with her in-laws:
"I really did bend over backwards to please them.” (Kiran)
Mona reported how she nurtured others:
“You know if my parents need me I am down there. If my brother needs me I am 
down there. Everybody, the way I look at it everybody is using me, even my best 
mate uses me.” (Mona)
These reported experiences correspond with Eichenbaum and Orbach’s (1982) theory 
of female socialisation whereby women’s emotional antennae are tuned into 
responding to the needs of others at the expense of acknowledging and meeting their 
own needs. Asian women in Newham have also described how an ‘over investment in 
relationships’ and the expectation to be ‘superwoman’ is implicated in their 
self-harming behaviours (Yazdani, 1997). Mona linked the reasons for her overdose 
with the expectation that she should please others:
“I have to do what they always want me to do. It’s like I’m always giving to 
them. It’s always me. I have to give. I can’t take anything.” (Mona)
Both Kiran and Mona referred to the absence of emotional support which perpetuated 
their silence. Kiran reported a family feud whereby no-one was speaking to her and 
this had preceded her suicide attempt:
“I had been totally alienated.” (Kiran)
Mona portrayed her best friend as being unresponsive to her needs:
“I mean when I need her she’s not around, so whom I go to talk to? I got no one 
so that’s why I feel, I just feel alone.” (Mona)
These comments refer to silence, isolation and loneliness due to the lack of a close 
confiding relationship which have been identified as vulnerability factors for 
depression (Brown and Harris, 1978; Brown, Bifulco and Harris, 1987; Brown, Harris 
and Hepworth, 1995). These studies have examined provoking agents in cases of 
depression which included interpersonal crises in close relationships, disappointments 
and the loss of cherished ideas and material possessions. These psychological 
variables were represented in the following women’s accounts.
Jaswinder recounted the loss of her daughter at marriage, followed by disappointed 
expectations regarding her daughter-in-law:
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“Because after my husband’s death, I  was gone so close to my children. When my 
daughter married I got so depressed but I  thought myself, pulled myself together. 
I  was thinking ‘I  got son’. When he got married my depression got worse day by 
day and my daughter-in-law wasn’t the way I  wanted.” (Jaswinder)
“I was er expecting from my daughter-in-law respect and work from her.” 
(Jaswinder)
These reflections are congruent with Beliappa’s (1991) findings where conflicts 
relating to role expectations not being fulfilled led to disrespect in the family.
Geeta, a single woman, made reference to the loss of previous cherished ideas:
“When I left school I  wanted to meet someone, get married, have children, stay at 
home and be a housewife and a mother. I  can just never see that happening.” 
(Geeta)
However, she also predicted a miserable outcome of an arranged marriage:
“I could just see either marrying someone my mum picked and being miserable as 
hell.” (Geeta)
Geeta’s isolation was exacerbated by her family’s command that she remain silent 
about the harassment at work she was experiencing. She construed their attitude as: 
“Shut your face and get on with it.” (Geeta)
Satinder reflected on her losses and linked these with her distress:
“I mean, when house is gone and the court people say you have to empty the 
house on that day and I bring up such a good family and I  have to go to refuge 
house to live with my children, how do I feel that time? What sort of marriage I 
had here in England? You see, and when you think about your family back 
home, you think, why I ’m suffering here? You see it’s very sad, it’s very 
painful.” (Satinder)
Fullilove (1996) has described the alienation experienced by refugees and migrants 
when they become dislocated from their previous networks of personal relationships 
and places.
Laborious lives
The women referred to their heavy domestic workloads at home which were 
associated with their distress:
“Last weekend I was feeling low because now my son got baby son, 5 week old, 
their friends keep on coming and keep on coming. Parties and I ’m doing the 
housework. I  got arthritis, cooking, cleaning, everything.” (Jaswinder)
Kiran conveyed the stressful nature of both home and work:
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“This is the shop it’s very hard work. It’s not physically what you would call a 
lady’s work, lifting up heavy rolls all the time, bending over, going home seven 
o’clock, eight o’clock, doing the housework, getting the kids to bed and then 
you’ve got to give that attention to your kids, and love, you know, and bending 
over backwards to be nice to your family and it’s like years and years and years; 
it just sort of come to a halt ( ) it all added up.” (Kiran)
Mona gave account of her arduous life:
“I mean I work full time. I  run the home. I  look after the kids. I  do all the 
cooking, cleaning, everything I do. I  mean I  don’t need that kind of punishment” 
(Mona)
“I  want to run and run but I  can’t run.” (Mona)
Here she conveys an underlying sense of being immobilised and unable to break free 
and such notions are compatible with Gilbert’s (1989) concept of ‘blocked escape’, a 
depressogenic situation.
Financial worry
The participants referred to anxieties associated with their limited financial resources. 
Geeta recounted the concerns that led to her overdose:
“When I  started to lose out on the money I  started to worry about my mortgage 
and when I  lost the house I  would have to go home and that just wasn’t what I  
wanted and so the only way I  could see it all was to finish it.” (Geeta)
Aditi and her family live in poor housing conditions due to their limited income and 
sleep in one heated room:
“Environmental Health and the doctors, they said that if we haven’t got any 
heating and it’s getting damp ( ) use the one bedroom. We are still using the one 
bedroom.” (Aditi)
She reports how her husband’s reluctance to pay the telephone bill has resulted in her 
becoming isolated from sources of support:
“He didn’t want to pay the phone bill.”
Even her friend has had her phone cut off:
“I haven’t got any other friends that I really, really open up and discuss my 
secrets with to talk to.” (Aditi)
Aditi is thus silenced. She has attempted to earn some money through taking orders 
for catalogue goods but recalls how:
“A friend sort of messed me about. He won’t pay up the money and everything 
and I started panicking.” (Aditi)
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Here, she connects financial concerns with her worry and distress, a link that several 
researchers have documented (Belle, 1982; Bostock, 1992; Fryer, 1995). Nevertheless 
she demonstrates how she uses her creative accounting, as a coping strategy. She 
continues to fund her catalogue business through the receipt of her Child Benefit, the 
exact amount of which, her husband is unaware:
“He thinks I  still get one hundred and five pounds, but I  get one hundred and 
thirteen pounds.” (Aditi)
The following section will explore in more detail the participants’ coping repertoires.
4.1.18 Coping
Despite the distress portrayed by the participants, they reported a variety of efforts to 
cope with both their affective states and also with the circumstances that threatened to 
erode their psychological well-being. For some women prayer was used as a personal 
and religious coping resource. Jaswinder considered that previous insufficient 
attention to her prayers was associated with her overdose:
“I always pray. Before I  took my tablets, but I  wasn’t  concentrating, no.” 
(Jaswinder)
Having faith in God was healing. Satinder attributed her recovery after her suicide 
attempt to the day she began to believe in God:
“So I said God has given this life, why should I  waste it.” (Satinder)
This comment suggests an insight into the value of life due to its divine origin. Kiran 
also demonstrated her belief in God:
“I  had a very, very, strong belief in God and I  still do have and I  think that is the 
only thing.” (Kiran)
In respect of her future life goals, she conveyed an underlying sense of being in God’s 
hands:
“The only thing I  can do is pray to God and ask for something different soon.” 
(Kiran)
This cultural ritual of prayer as a coping response is congruent with the findings from 
Beliappa’s (1991) Asian community sample. Lazarus and Folkman (1984) have 
researched the role of appraisal in coping with stress. Fernando (1991) makes an 
important point that the appraisal and conceptualisation of stress and indeed distress 
may be culturally determined. Thus depression may be seen as a spiritual rather than 
a medical matter which requires spiritual rather than clinical intervention. 
Nevertheless prayer can be construed as a type of emotion focused coping which is a 
reaction often associated with health related stressors (Folkman and Lazarus, 1980).
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Part of worshipping God involved helping others which is also a socially prescribed 
role for all women. The participants reported sources of satisfaction from their 
chosen voluntary work. Satinder, who had been turned out of her own home by her 
husband, demonstrated a fierce commitment to looking after others:
“Maybe people are worse than me, so I think I am the lucky one so which life I 
have got. I have to do good to people you know.” (Satinder)
“I got a person living opposite to me. This family left him because his drinking 
habit so I make a meal for him. That gives me satisfaction.” (Satinder)
“Or if anybody got a domestic problem I just go and you know, er if she wanted 
to talk to me I will sit for a couple of hours, have a cup of tea and she, I make her 
better, not with medicine, by talking.” (Satinder)
Keeping occupied was also an important coping strategy and this is congruent with 
cognitive behavioural techniques of distraction and activity for treating depression 
(Beck, 1967). Satinder planned to attend college courses in baking, continental food 
preparation and food hygiene:
“I shouldn’t be alone in the house, I should be keeping my mind occupied,” 
(Satinder)
Jaswinder, in addition to working at Oxfam, also attended an Asian Day Centre for 
Elders (‘Sangam’) two mornings a week, an arrangement initiated by the Project 
Amba Counsellor:
“It’s ok. Away from home. I haven’t got any relatives, any friends.” 
(Jaswinder)
“That’s why I’m going Oxfam two mornings and I will go ‘Sangam’. Then four 
days gone.” (Jaswinder)
Her voluntary work and day care created time out from her difficult domestic 
circumstances and also provided her with social support. Aditi demonstrated her 
attempts to gain financial independence. She had applied for a job:
“I don’t know if I’ll get it, but they need my services because they’ve got Asian 
kids, Pakistani kids who come and can’t speak English and I’ve been working 
with this kid at the moment, because they don’t understand Indian, and they said 
they need staff, and they said there is no harm in applying so I thought apply for 
it. But I am waiting to see if I get it or not. If not I’m going to ring Asda’s up and 
going to ask them if they’ve got Saturday night shelf fill or something because is 
hard, is difficult, is asking C (husband) for money every time, can I have a couple 
of quid, can I ? He says does money grow on trees, it’s hard, is really hard.” 
(Aditi)
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She and her husband were struggling to live in a cold home. They had fought to have 
gas installed in their home.
"We must have written nearly sent off two hundred something letters.” (Aditi)
Ironically on the day it was to be installed, her husband lost his job and was not able 
to pay for the central heating. Their challenges to officialdom had been in vain. This 
too was Geeta’s experience of coping with sexual and racial harassment at work by a 
male colleague. She made official complaints to her management and union. 
However:
"Towards the end I had proved a lot of things that he had done but still no one 
wanted to do anything about it.” (Geeta)
According to Billings and Moos (1980) these strategies represent problem focused 
coping strategies and are active attempts to modify or eliminate stressors.
The participants portrayed a form of coping which could be construed as distancing 
and self silencing. Jaswinder had learned to be guarded in her communications with 
her son and daughter-in-law:
"I always careful when I speak.” (Jaswinder)
In the context of her marital relationship Kiran reported that at times:
"I’ve learned to keep a distance from him.” (Kiran)
Such strategies have been described as “avoidance - coping” actions which are aimed 
at modifying the problematic aspects of the environment (Billings and Moos, 1980).
Finally, the participants spoke of their experiences within the local Psychiatric 
hospital - one place where the medical framework attempts to help those who are not 
coping. Women expressed conflicting views. Kiran conveyed a positive view of her 
own counselling experience so that if:
“I get women coming in the shop that are in desperate situations ( ) I always 
suggest that you should see your doctor about Counselling because it’s worked 
wonders you know, it has.” (Kiran)
Satinder who has been a psychiatric patient for seventeen years recounted:
"I had a good treatment and I got no complaint, it’s like a family to me.” 
(Satinder)
However, her appraisal of staffing levels was that:
"They need more staff, sometimes they, worse patient comes night, and they need 
more staff, you know.” (Satinder)
In terms of helping other Asian women cope, Satinder expressed a sceptical view 
about the benefits of out-patient counselling:
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“Counselling them for a couple of hours, after a couple of hours what will they 
do?” (Satinder)
She proposed a need for longer term support:
“Skills, job so they can earn money. Something like a day centre so they can 
build their future up.” (Satinder)
and transport.
“Anu, if you want to hold a group it should be a little van who could pick up the 
women and come to the group.”
“I just wish you luck that you should stay here, not for my sake. It’s hundreds 
women who are inside and they need help you should be here. You shouldn’t 
leave from here.” (Satinder)
In contrast to Satinder, Geeta recalled with regret her attempt to seek help from the 
GP.
“My doctor arranged for me to going and see a Psychiatrist and he admitted me. 
That was the biggest mistake of my life.” (Geeta)
“The staff were absolutely hopeless but their attitude was, for God’s sake get on 
with your life, we have better things to do than look after you and that was their 
whole attitude, I don’t think it did anybody any good, it didn’t do me any good. I 
don’t think it was the thing to be done. When you go in there you need love and 
attention.” (Geeta)
This user account suggests that mental health care can be disempowering.
4.1.19 Cultural Expectations
The importance of Asian cultural expectations on the participants’ lifestyles and 
behaviours was a thread running through all the interviews, but at times this thread 
took on the qualities of a cord that had the potential to restrict and rein in women’s 
choices and hopes. In response to the question as to why Asian women have high 
rates of suicide, family pressures - particularly to uphold the family name and honour 
- and injunctions on women’s behaviour were cited as possible explanations.
“We are brought up to solely rely on our families and because when things go 
wrong we can’t go to our family, because we feel we have let everyone down, we 
are not encouraged to have independent friends who have our welfare in mind.” 
(Geeta)
She and Aditi spoke about the lack of support from within families:
“Because we don’t get any support.” (Geeta)
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“I  think it’s because they don’t get general support from their families. Most of 
them, their husbands are probably not really supportive, they are against them. I  
mean once a woman is married and she goes to a different family, it’s like she’s 
been cut off from everything.” (Aditi)
Kiran and Satinder talked of how the private details of family life must not be 
revealed to the outside world in order to uphold the family name and honour. 
“Everyone is bothered about their name” (Kiran)
“We Asian women, we are so ashamed that we don’t want to talk what is 
happening within our four walls. We want to keep safe, and nobody should know 
what is happening. I t’s not only the husband it can also be the children, it can be 
anything, it could be the in-laws.” (Satinder)
Their accounts resonate with the findings of Yazdani (1997) who described how 
young Asian women in Newham, London (aged 15-28 years) who self-harmed spoke 
of the cultural imperatives of upholding family honour (Tzzafi). Mona also postulated 
the role of family pressures:
“Because of family pressures isn’t it. All these Asian women, you know they’re 
cornered. You have to do this. If  you don’t you get beaten up.” (Mona)
The participants reported their own experiences of family life, which at times they 
experienced as controlling and intrusive. Their in-laws, particularly, wielded a strong 
influence. Mona’s father-in-law did not live in the United Kingdom, yet he would 
complain about her and her husband in letters to other members of his family.
“He says they (Mona and Husband) don’t want to know me, they don’t do this, and 
we sent him nearly a thousand pound.” (Mona)
Kiran construed her father-in-law as being critical and controlling of her:
“Whenever my father-in-law had a problem with me, he’d ring my parents up, he 
thought that was a straight solution. I  had to, in the end, I  had to ring my dad up 
and my mum, and had to shout to them and say ‘dad leave me alone. I ’m married’ 
‘ok’ I  says, ‘look, if you want to go on pleasing my in-laws you do it in your own 
way, don’t involve me, leave me alone’.” (Kiran)
She recalled her brother-in-law and her husband instructing her parents to reprimand 
her and bring her back into line.
“He says ‘come and take your daughter, she’s no good, yeah she’s no good ( ) she 
doesn’t know how to behave, she doesn’t know how to talk, take her back and 
make her understand what we expect of her and when she’s sorted herself out 
we’ll think about having her back’ and my husband said exactly the same things.” 
(Kiran)
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Aditi reported an occasion when:
“I didn’t feel like celebrating Raki (an occasion when a sister honours a brother by 
tying a thread around his wrist) or nothing, but C’s (husband’s) family ( ) they like 
to celebrate and everything (C’s) father has to check how many Raids I send; if 
we write the letter he has to read the letter.” (Aditi)
She recalled how the previous year, despite her low mood, she was expected to cany 
on as usual. Indian festivals must be celebrated, however much work is involved for 
the woman of the house:
“I do everything we’re supposed to do.... In March, it’s called Holi (a fertility 
festival) you have to do the cold cook, right this year, I  didn’t do it. Last year I 
did it late because they kept pestering me, pestering me ‘you know you have to do 
it, you have to do i t ’ Then they got C (husband) to pester me ( ) I  said to God, I 
am trying my best (). If  I  can I do i t  I  can do it. If I  can’t do it you will just have 
to forgive me, because I  can’t help it’ ( ). I  tried to fast I  tried to fast at 
Jaminastha (Krishna’s birthday)” (Aditi)
Dutiful wives must involve themselves in the intricate preparation of food for others. 
In contrast, they must fast. Female relatives are represented as being prescriptive 
about the appropriate behaviour for Asian females within the family. Mona, who is 
British bom portrayed her sister-in-law’s expectations of her:
“I  have to be really serious and act like a sixty year old woman who is so straight 
and narrow minded, from back from India because she was born in India ( ) and 
her views are totally opposite to mine.” (Mona)
Aditi’s mother-in-law:
“Doesn’t appreciate women wearing black.” (Aditi)
and tells her:
“That’s why you’re getting all this bad luck.” (Aditi)
Aditi reported her husband’s divided loyalties between herself and his family:
“He’s more supportive towards his family than me, he’s always putting them first 
and me last.” (Aditi)
I  said, (to husband) “Why can’t you tell them to leave us alone, let us be on our 
own? This is our life, but no they have to interfere, they have to get involved.” 
(Aditi)
Jaswinder, who lives with her son and daughter-in-law, is aware of her son’s struggle 
on the unsteady fulcrum between his mother and wife.
“My son loves me. He loves me but he can’t do anything. He’s in the middle 
between me and my daughter-in-law, in the middle.” (Jaswinder)
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Geeta had also felt let down by Asian men and she represented their double standards 
thus:
“They are alright to go out with and have a good time, but when it comes to 
settling down they want a nice virgin bride.” (Geeta)
Finally, the participants recounted how their separateness from the family was 
discouraged not just by the family but by the ‘Community’.
“Once you leave the community you are not welcome back.” (Kiran)
“Even when you go to the groups husbands will say, oh what this group is for? 
Why you are going there?” (Satinder)
In summary, for Asian women who go ‘Against the Grain’ (Southall Black Sisters, 
1990) who transgress and challenge the cultural roles and rules of the past that are 
transmitted through generations and in which they are socialised, there may be a cost. 
The participants demonstrated how the Asian family is the repository and transmitter 
of cultural values which impact on their lives. As Kiran Ahluwalia remarked in her 
prison speech: her culture is like “blood coursing through every vein” in her body and 
the woman is the “honour of the house” (Sahgal and Yuval-Davis, 1992, p. 188)
4.1.20 Silencing
This theme is concerned with silencing as in the silencing of ‘voice’, which can lead 
to women’s subordination according to Gilligan (1982). An inability to speak may be 
due to silencing by others and through cultural pressures. Self-silencing, an 
unwillingness to speak, is also a feature of this theme.
The participants’ accounts of their experiences suggest a silencing of women’s voices 
by the Asian community. Kiran recounts that:
“I  mean women don’t open up that much. I  think they’re just afraid of being, it’s 
like just giving the family a bad name.” (Kiran)
This appears to be an indirect reference to the notion of ‘Izzat’ or family honour 
which must not be sullied. Jaswinder who lived with her son and his wife, with whom 
she did not get on, recounted how her daughter was unable to help and support her as: 
“She knows the situation, but also can’t say much. She doesn’t want to involve. 
She belongs to the other family now. She doesn’t want to create problems.” 
(Jaswinder)
Family silencing also occurred. Referring to the circumstances surrounding her 
overdose, Kiran recalled that:
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I  didn’t want to face anyone because they had all stopped speaking to me prior to 
that you see because of my views.” (Kiran)
Jaswinder recounted being silenced by her daughter in law:
“Every time I  speak she cuts me off.” (Jaswinder)
On the night of their father’s death, Geeta and her sister had rowed. As a result, 
Geeta’s mother blamed her for her father’s death and punished her accordingly:
“My mum didn’t talk to me for two years after my dad died. She said it was all 
my fault and she didn’t talk to me at all.” (Geeta)
Such silence from others, a form of unforgivingness and excommunication, was 
experienced as rejecting and invalidating.
The women portrayed their experiences as users of mental health services: Kiran 
construed the Project Amba service, which was a 9am to 5pm weekday service, as 
being of only limited availability thereby curtailing the opportunity and space 
available for therapeutic ‘conversation’:
“There are bad days, there are times when I  wish I could make an appointment 
and come straight in and have a good talk no matter what time it is.” (Kiran)
In response to the research interview question about what would have helped her at 
the time of her overdose, she answered:
“My counsellor, but I  couldn’t contact her at that time because it was a weekend 
or something, but sure enough if it was like later on or earlier on I would have 
talked to her before I  did this.” (Kiran)
Satinder recalled how her psychiatric treatment deprived her of a part of herself:
“I  lost my memory when they gave me electric shock.” (Satinder)
Jaswinder described her isolation and silence in hospital following her overdose:
“I didn’t talk to anyone, just sit, for two weeks.” (Jaswinder)
Geeta also recalled how communication was denied her following her admission to a 
psychiatric ward after her suicide attempt:
I think the whole reason people go into hospital after a suicide attempt is that 
they want to talk, but they are afraid to ask. And nobody, and I was in there for 
six weeks and I  never had any one to one conversations with any of the staff.” 
(Geeta)
These accounts express the nature of the disempowering environment of the mental 
health services which have silenced their communications thereby further eroding 
their abilities to cope. Satinder recounted how she and her husband were unable to 
access relevant services due to a lack of awareness of local mental health resources: 
“We both wanted help but we didn’t know where to go.” (Satinder)
149
The location and option of support had been inaudible.
Finally the participants portrayed instances of self-silencing which represented their 
attempts to cope, strategies which varied in effectiveness. Unbeknown to her 
husband, Mona’s eldest child, a boy was fathered by her lover. She carried the burden 
of not giving voice to this reality:
“I am living a lie.” (Mona)
“I’ve got no choice but my husband doesn’t suspect anything.” (Mona)
She talked about how she did not articulate her needs to others to pre-empt the 
possibility of rejection and linked this to her self-harming behaviour:
“I  won’t  ask no more because I know if I  do ask I  am just going to get a knock 
back so what’s the use asking? So I thought the only way I  could get out of it, 
finish my own self.” (Mona)
Jaswinder used her silence as a way of coping with her daughter-in-law:
“What I  do if I  can see she’s not in a good mood I don’t talk to her.” (Jaswinder) 
In contrast she breaks her silence with her Counsellor:
“I talk with her from my heart, I  know it will be discreet.” (Jaswinder)
Aditi successfully avoided acknowledging her mother-in-law’s presence in the town 
centre and thus pre-empted the possibility of any communication between them:
“I saw her again and she saw me but I  didn’t say nothing. I  made it look like I 
hadn’t seen her.” (Aditi)
Self-silencing can be part of a struggle to survive. Silence is golden and as Bhavnani 
(1990) has commented, a more powerful critique than words. Mahoney (1996) has 
described silence 'as an avenue to power’ and ‘as an important psychological space of 
resistance and negotiation’ (p. 603-605). This is illustrated by the participants whose 
voices and silences resonate with Weil’s (1996) theory that: “the metaphor of voice 
communicates something essential about power: about silencing, about remaining 
silent, about choosing to reveal or obscure multiple realities and counter voices, about 
dominance and submission.” (p. 226)
4.1.21 Self-Harm
Self-harm could be considered to a form of self-silencing particularly if 
unconsciousness or even death results. All of the participants took overdoses of 
medical drugs. Three participants stated categorically that they had wanted to die. 
Geeta drew a distinction between her first and subsequent overdoses in terms of 
intention to die:
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“Yeah, the first time I wanted to die. I just didn’t want to wake up and since then 
I have taken overdoses and things but they’ve been time-out as I call it. I just 
can’t take any more and I want a break and it’s been more to, I don’t know, get 
rid of all the pressure and stuff and to make somebody sit up and take some notice 
of me.” (Geeta)
This view is congruent with research by Miedema and Stoppard (1994) who suggest 
that psychiatric hospitalisation can provide women with respite and ‘rest’. Littlewood 
and Lipsedge (1987) have drawn parallels between parasuicide with medically 
prescribed drugs and the conversion ‘hysteria’ of the nineteenth century which 
allowed middle-class, white women to opt out of their duties and responsibilities and 
was an expression of dissatisfaction. The need for a break from family 
responsibilities was also portrayed by Kiran and Mona:
“I think the first thing a person should allow is a break now and again ( ) you 
need a break from the family.” (Kiran)
Referring to her husband, Mona commented:
"I feel like I just want a break from him.” (Mona)
Mona recalled feeling crushed by a huge weight of responsibilities:
“I just wanted to be free of all the commitments.” (Mona)
She too wanted to die:
"I just wanted someone to find me there dead” (Mona)
Kiran too conveyed an intention to die:
“I wanted to die because I wanted to get out of the situation that I was in.” 
(Kiran)
“It’s like you haven’t got any other means.” (Kiran)
Two women reported that they overdosed in front of family members and Aditi 
recounted how her husband prevented one recent such episode:
“I had loads of tablets in a packet, loads of them, a mixture of everything, ‘cause I 
did take a lot of tablets before, but these ones, I was saving them, and suddenly I 
just took them out, this was about eight weeks ago or something I had the tablets 
and I was gonna take them and he took the tablets off me because he grabbed hold 
of me and he said that ‘er you can’t really do this you know.” (Aditi)
She also recalled how, in addition to overdosing, she tries to cut her wrists:
“At that one moment I just get bad, I get really bad that I want to just ease the 
pain.” (Aditi)
Cutting the skin can be a re-enactment of boundary violations (Babiker and Arnold, 
1997) which Aditi may have experienced as a result of her childhood abuse, and may 
represent an attempt to cope with painful feelings. Harrison (1997) has given a
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personal account of her body cutting which she considers to be the physical 
expression of a spiritual and psychological crisis. Geeta links her self-harming with 
an attempt to cope with feelings of distress:
“It’s been more to, I don’t know, get rid of all the pressure and stuff and to make 
somebody sit up and take some notice of me.” (Geeta)
These participants’ reasons for parasuicide could be considered to constitute attempts 
to cope with severe distress due to painful life experiences. Yazdani (1997), who 
studied self-harming behaviours in Asian women in Newham, reports that whilst for 
some women self-harm represented an actual suicide attempt, for others it was used as 
a coping strategy when feelings of distress became unbearable. Sellars and Liebling 
(1988) found that depression was associated with self-harming behaviours and 
Liebling and Chipchase (1993) found that self-harming reduced feelings of anxiety 
and tension. Burstow (1992) notes that self-harm may serve a survival function for 
regaining control In the literature, reasons for overdosing include attempts to get 
relief, to escape, to show desperation, to express anger within the context of a key 
relationship (Aldridge, 1998) and as an indicator of psychosocial distress (Pritchard, 
1995). The participants’ suicide attempts can be understood as an expression of 
distress, consequent on trauma, in the absence of other outlets, but the unique 
personal meanings may vary for each self-harming behaviour.
Participants recounted the aftermath and effects of self-harm.
“You get blamed again and that is typical of an Asian family.” (Kiran)
“It gave them a shock, and, but, the thing is, they turned around and they still 
even more dragged me into it, and they said, ‘look, you don’t think of the family 
name when you did this’” (Kiran)
She had compromised the honour of the family. Nevertheless, for her, the experience 
was salutary:
“I think I felt I learned a very painful lesson. I took those tablets but there is no 
way I’m going to kill myself because I’ve got two little children.” (Kiran)
Research shows that mothers of young children are less likely to commit suicide 
(Department of Health, 1993). For Mona:
“Nothing has changed.” (Mona)
The two older participants appeared to have distanced themselves from their previous 
self-harming behaviours. Jaswinder reflected on that time:
“I was taking, you know, everything wrongly so I was blaming my 
daughter-in-law.” (Jaswinder)
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After her overdose she has shifted the blame on to herself rather than on to her son’s 
wife. Satinder reflected on her past suicide attempt:
“You are senseless that time.” (Satinder) 
she remarked and attributed her overdose to:
“The illness, years and years and years. It was going on and on and on.” 
(Satinder)
It may be that blaming her illness was more acceptable and comfortable for her than 
taking full responsibility for her previous actions. These older women appeared to be 
rather shocked by their overdoses.
In response to the research interview question about what would have prevented the 
participants from making suicide attempts, two women referred to counselling:
“I think coming for counselling, counselling.” (Jaswinder)
“I  had been having counselling lessons before that, because I  needed to talk to 
someone other than the family, other than anyone I know, and in lots of ways that 
really did help me. It helped me to get back on my feet and it just led, the whole 
situation, just led to a point where, I  mean, if I  hadn’t had the help at that time 
from the counselling, who knows, I  could have hurt myself very badly. I  had had 
a few sessions by that time, but obviously it takes some time.” (Kiran)
Half the participants recalled their lack of family love and support.
“If I  had my family around me I  wouldn’t have done that suicide attempt.” 
(Geeta)
“Maybe if my family was close to me.” (Aditi)
“If my parents loved me as a child you know, loved me and given me the love I 
would have loved them as well, it would have never happened.” (Mona)
4.1.22 Overview and Conclusions
The aim of this study was to obtain from a small group of Asian women, living in 
Slough, in-depth, accounts of their suicide attempts in order to generate theory which 
might inform relevant preventive strategies and clinical recommendations. The 
interpretation and discussion of the results in the Analysis section is merely one 
perspective on the meaning of the participants’ accounts and interpretations will 
change depending on the focus of the study, researcher bias, and over time. This is 
why the results are not necessarily authoritative and generalisable since they are 
grounded in the subjective accounts of the participants and reflect researcher 
interpretation. While the researcher acknowledges limitations inherent in research 
conducted from a single perspective and the uncertainty in qualitative inquiry
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(Tindall, 1994) the fact that two supervisors checked and gave feedback on the 
analysis is a form of investigator triangulation.
Constructive criticality
Study findings are not necessarily comprehensive due to certain limitations which 
resulted from the process of participant selection. The recruitment procedure 
excluded those Asian women who had been unable to access Project Amba, who did 
not speak English and who were not able bodied. A retrospective appraisal has led to 
further considerations as to how this study might have been improved: it might have 
been useful to carry out more in-depth pre-research assessment. The women’s 
religions had to be ascertained from case notes, but one woman’s religious beliefs 
could not be established by this method. Of the remainder, it is of note that Muslim 
women were not represented in this study, and whilst Raleigh (1996a) suggests that 
suicide rates are lowest in Muslims and highest in Hindu women (although religious 
orientation is not such a significant variable at younger ages) it may be that Project 
Amba, which was named after a Hindu Goddess, did not ‘speak to’ or attract Muslim 
women to its service. Another omission is that there was no enquiry as to the 
occurrence of sexual abuse and such experiences were not disclosed in the one-off 
research interview. A NSPCC survey reported by Brindle (1998) has suggested that 
there is a relationship between childhood physical, sexual, and emotional abuse. As 
childhood and/or adult abuse was reported by all the participants, it would not be 
unexpected if there had been occurrences of sexual abuse. Pre-research assessment 
could also have enquired about details of current medication as this may have 
influenced participants’ moods and self-harming behaviours. Finally, given the 
connection between parasuicide and actual suicide (Department of Health, 1993) the 
lack of follow up of participants is a matter of concern, particularly as they had 
described some considerable distress. Yet this would have been difficult to 
operationalise as the researcher knew she was leaving her job and would be unable to 
meet with the participants in the future in any legitimate work role where making 
referrals outside NHS Trust boundaries can be problematic.
Linking themes, making connections, theorising
Despite these post study considerations, this exploratory research does suggest shared 
experiences and cultural and psychological factors which are associated with the 
participants’ suicide attempts.
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The data analysis has indicated very tentative and speculative associations between 
the six themes which are postulated in Figure 1, a visual display technique adopted 
from Miles and Huberman (1994). The display illustrates the wide reaching impact of 
the meta theme - cultural expectations-on the women’s lives which was reported 
throughout the five remaining themes. The participants conveyed cultural 
expectations regarding their expected roles, relationships and behaviours: ie that they 
should remain within marriages, accept educational restrictions and uphold family 
honour. Half the women recounted experiences of childhood physical and emotional 
abuse and all experienced abusive adult relationships. Their accounts demonstrate 
links between abuse, distress and psychological vulnerability. Existing research 
(Bifulco, Brown, Moran, Ball and Campbell, 1998) confirms these links grounded in 
the participants’ accounts which also express how self-harming was precipitated by 
abuse and distress. Solid black lines denote the relationship between these themes 
(Figure 1).
The participants reported coping with their distress which at times appeared not to be
audible to others. This relationship is represented by dashes which link distress
with silencing and distress with coping. The link between self-silencing as a
distancing and coping strategy was demonstrated by the women, and their being
silenced by others - whether family, community or mental health services - was also
portrayed as impacting on their coping resources. This connection between silencing 
and coping is represented b y   Finally the women’s accounts demonstrated how
self harm can be construed as attempts to cope with and express distress and can be
linked with being silenced. These relationships are postulated on Figure 1 b y ......
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Figure 1 Display postulating links between meta and main themes that were generated 
from Asian womens’ accounts of their suicide attempts.
"  CHILD
HOOD
ABUSE
DISTRESS
SILENCING COPING
SELF-HARM
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Further theory elaboration
This study proposes tentative insights which require further elaboration by future 
research which could ‘write in’ the experiences of those women whose perspectives 
have not be included here, for example women who are representative of a wider age 
range and differing socioeconomic and religious backgrounds. Other researchers’ 
inferences and representations would be invaluable in terms of questioning and 
further illuminating this study’s key findings. For example, research could be carried 
out with Asian woman who do not report experiencing mental health problems in 
order to ascertain whether cultural expectations impinge less prominently in their 
lives.
The way forward
The prevention of suicide requires preventing suicide attempts together with a 
knowledge of how to intervene (Aldridge, 1998). The participants in this study have 
provided ‘expert’ clues regarding their self-harming behaviours and this study’s 
findings are consistent with research by Runeson et al. (1996) which indicates that 
women who make suicide attempts are often lacking in social support, have 
previously been admitted to hospital, and may be mentally disordered, unemployed 
and use anxiolytic medication. Whilst medication is now being packaged in 
non-lethal quantities as a suicide prevention strategy, the women’s accounts indicate 
that much remains to be done within the mental health system and also at a 
macrosocial level and community level and these will be considered in turn.
Mental health care
Two participants conveyed their intention to die in connection with their suicide 
attempts and this is why self-harming behaviour needs to be taken seriously. Too 
often overdoses get forgotten, are merely noted, and the chance for trying to 
understand the person’s communication is lost. Whilst the participants’ distress had 
been acknowledged so that they were referred to the Project Amba service following 
their overdoses, this service for Asian women in Slough no longer exists (see section 
3.2) and is possibly a matter of concern, in view of the fact that two participants 
reported that counselling could have helped prevent their suicide attempts. For 
non-English speaking and disabled women, accessing services which are physically, 
psychologically and culturally appropriate is particularly difficult. Very few
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‘Samaritan5 helplines have telephone Counsellors who can speak ‘Asian5 languages 
and there are few ‘drop-in5 advocacy, interpreting and self-help initiatives. At times, 
participants portrayed a user view of mental health services which were not 
sufficiently responsive or sensitive to their psychological needs. Three women 
emphasised their spiritual needs, the importance of which may not be sufficiently 
acknowledged amongst mental health workers. The women articulated and conveyed 
their distress clearly. They did not ‘somatize5. It is important that their mental health 
needs are mainstreamed by statutory agencies who claim to be concerned with an 
equitable health care provision although often service delivery fails to meet black 
patients5 expectations (Ahmad, 1994). Health policy makers and service providers in 
the NHS and Social Services have an important role to play in terms of purchasing 
and providing specialist services for the disadvantaged and oppressed and good 
practice could be enhanced by seeking and taking account of user views at both 
planning and service evaluation levels. If statutory services cannot be relied upon to 
take account of user-need, the Asian voluntary sector could become more proactive in 
terms of securing funding, expanding and developing complementary mental health 
care for the community.
Macrosocial and Community initiatives
A mental health preventive perspective is insufficient to prevent suicidal behaviour 
which has been theorised as a ‘multi-dimensional malaise5 (Aldridge, 1998, p. 7). 
Participants5 accounts suggest that suicide risk factors included poverty, 
unemployment and inadequate housing - social factors which would require political 
rather than personal solutions. Nevertheless, because community and family abuse 
associated with cultural expectations appear to be at the core of women5s distress, a 
perspective shared by Siddiqui (1997), a worker at Southall Black Sisters, the Asian 
‘community5 may have a crucial role to play in the lowering of suicide rates amongst 
Asian women. There does seem to have been a denial of the key themes that have 
been identified from this study, particularly a denial around female emotional and 
physical abuse, distress and self-harm. However, community resistance to making 
public these possibly shameful, private issues may be a protective strategy to mask 
private vulnerability in an unequal world (Burman, 1997). Nevertheless, there is an 
urgent need for the Asian community to engage openly in debates around cultural 
prescriptives in order that more egalitarian relationships can be fostered. This could 
reduce the ostracization and silencing ensuring that female non-conformity is not 
pathologized and punished. Such change is a way forward. My experience of
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contributing to radio discussions around such matters suggests that there is now the 
beginning of such dialogue, so for example that the myth that an Asian women who 
challenges, is mentally ill, can be questioned and is part of a reconstruction of cultural 
expectations. The Asian community must not be afraid of looking at their realities in 
an open, self-critical way for unless problems are owned they cannot be solved. It is 
for all our benefit that we create and contribute to a culture that recognises the human 
rights of all people, otherwise we will all be diminished psychically and spiritually.
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4.1.23 Appendices
Appendix One: East Berkshire Research Ethies Committee Approval
HEATHERWOOD
H O S P I T A L
Our Ref: PJJZPC/945
24th July 1996
Ms. A. Sayal,
Dear Ms. Sayal,
■^e: East Berkshire Research Ethics Committee Application No: 945 - Asian 
Womens* accounts of attempted suicide and subsequent recovery
«
At its meeting held on Thursday 11th July, 1996, the East Berkshire Research Ethics 
Committee approved the above study and was pleased to receive*! your written 
confirmation that you would continue as the senior investigator until such time as the 
study was completed.
Yours sincerely.
Copy to: Mrs. Breda Sherratt, Director o f  Clinical Services, Community Health Unit
NHS, Frances House, Windsor, Berks.
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Appendix Two: introductory letter to potential participants
Dear.....
I am conducting research into the psychological factors associated with Asian Womens 
suicide attempts and subsequent recovery in order to deliver a more relevant and 
sensitive clinical service.
If you are interested in participating in such a study, which will involve an audiotaped 
interview, of approximately one hours duration, between myself and yourself please 
inform your Counsellor Ms Padmini Raghavan, so that I can contact you by 
telephone/or letter, (whichever you prefer) in order to arrange a meeting during which I 
hope to answer any questions you might have about the audiotaped interview and, if 
you agree to participate, to obtain your signed consent.
If you are currently seeing Mrs Raghavan, you will continue to receive counselling 
whether or not you agree to participate.
Thank you for your time.
Yours sincerely
Anu Sayal Bennett
BA (Hons) Dip Psych. C Psychol. AFBPsS
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Appendix Three: obtaining consent schedule
Proposed Interview Schedule
Obtaining Consent 
Anu Sayal-Bennett:
“Thank you for coming her today. I am conducting research about the psychological 
factors associated with Asian Womens’ suicide attempts and subsequent recovery. 
The understanding gained may help us try and deliver a more sensitive and relevant 
clinical service.
Over the next hour, I will be asking you a few questions, and would like to tape our 
interview. The tape is so that I am not distracted from listening to you and also so that 
I can obtain relevant data which I will analyse myself, with the help of my research 
supervisor. Only we will have access to your tape, which I will destroy or return to 
you, six months from today’s date.
I can assure you that the tape will be stored absolutely safely.
If at any time you want me to stop recording, and switch it off, or even terminate the 
interview, I am more than happy to do so. Not participating will not affect your 
clinical treatment/counselling at all.
Perhaps we can go through the Consent Form (Appendix Four) together.
Is this clear?
Is anything not clear?
Are you happy to go ahead with the interview?
If so will you sign the consent form?
If the volunteer states that she does not consent/wish to proceed with the interview, 
she will be thanked for giving her time, reassured that counselling help is available, 
and given good wishes for her recovery.
If signed consent is given, then the following audio taped interview will proceed.
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Appendix Four: informed consent statement
I hereby agree to participate in a research study on Asian Women and attempted 
suicide and subsequent recovery the purpose o f which is to identify more effective ways 
of helping these women.
The research method will involve an audiotaped interview, of approximately one hours 
duration, with Consultant Clinical Psychologist.
She undertakes to keep the data recorded on the audio tape in a securely locked filing 
cabinet, either at Upton Hospital, Slough or in her own home, so that confidentiality is 
respected and ensured.
The audio tape will be analysed by herself, and its details discussed with her research 
supervisor, at the
Psychology Department, University o f Surrey. Six months from recording the audio 
tape will be destroyed by or given to me, if I prefer.
I understand that my participation in this study is entirely voluntarily, and that I will 
receive no payment for my contribution.
I can withdraw from/terminate the interview, at any time, without prejudice to 
subsequent treatment.
I agree to a sharing of research findings, in writing and verbally, and I will be 
guaranteed absolute anonymity.
Signed:.....................................................Participant
Date:.........................................................
Signed:.................................. ................
Date:........................................................
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Appendix Five: assurance of counselling form
Evidence of agreement of other collaborators
am employed as a Counsellor for Project Amba, Psychological 
Services, East Berkshire Community NHS Trust.
My role in the research projectM Asian Womens Accounts of attempted suicide and 
subsequent recovery" will be to facilitate links between the researcher,
and the clients asked whether they wish to 
participate in the study, and to ensure that they continue to receive counselling, from 
myself according to their clinical needs, whether or not they consent to be included in 
the research study.
Signed:.........................................................
Date:.............................................................
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Appendix Six: individual numbered transcript
P- 2-
' were together because we worked in a team o f nine and I was constantly with him and
-  he would make comments about my colour, because I used to go out with English
5 guys as well. The only reason a white guy would want you is because you're good in 
** bed, he wouldn't want you otherwise and because towards the end I had proved a lot 
j  of the things that he had done, but still no-one wanted to do anything about it.
4 Anu: Because you went to management and the Union.
7 Client: yeah, I tried it all - because at the time nobody wanted to know. I started to
6 think that it was ail my fault - then I took the time off work and that meant I didn’t get 
^ the overtime which meant that I lost out on the money.
10 Anu: Sure.
Client: and when I started to lose out on the money I started to worry about my
11 mortgage, and when I lost the house I would have to go home and that just wasn't 
\b what I wanted, and so the only way I could see it all was to  finish it. Because I just 
!<t could not see a way out o f  it.
- Anu: Had there been a particular trigger before the end o f January? It was the 
:, tribunal was then, or something, I was just wondering if  there was a final straw?
•n  Client: it was a letter in the post from my manager offering to move me rather than to
i f  move him, as if  it was to  do me a favour.
' J Anu: So it took you tw o years to reach that point where you really wanted to  die,
2o although, as you say, you had thought about it.
*
2 ' Client: No, No, the point to where I was really - In the beginning in the first year, I
-  -  would laugh at it and just ignore it, it got really bad for me in September, from
September onwards it got really bad, and I felt everybody had let me down.
** ^ Anu: So there was the sexual and racial harassment by a colleague, there was a lack
of support from family and the organisation. Any other factors?
- J Client: Yeah. It was just everything, there was no man, i had just finished with my ex
boyfriend, it was just nothing was going right. I mean he is a lovely bloke, I mean no 
2 S arguments with him, I wish him well, he is a really nice person. When I left school I
2 ? wanted to meet someone, get married, have children, stay at home and be a house wife
3 o and a mother. I can just never see that happening I could just see either marrying
3 / someone my mum picked and being as miserable as hell and I just couldn't see that side
of things happening either, I just couldn't see the point o f  going on, there was just *
3 S nothing, there was nothing there was not one thing I wanted to live to see the next day 
:  -  for. 1 sat there trying to take the tablets and was trying to think o f one nice thing to 
3 5 look forward to, I couldn't think o f  one th ing not one thing.
~ ? Anu: what tablets did you take?
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Appendix Seven: collated transcripts
Anu: Thinking about it now and looking back, do  you know what would have helped
prevent you making that suicide attem pt en
Client: Yeah, a little bit o f  support.
Anu: From?
Client: absolutely anybody, having som ebody th e re  for me, somebody who didn't care 
what the neighbours were going to say.
Anu: Are you referring to your family now ?
mum down. I haven't had the mamage and the kids.
Client: Y e *  if I had my family around me I wouldn't have done that suicide attempt
u . I'm not
coming out, you know, and he also didn't realise, w e both wanted help, but we didn't 
know where to go...............
they want full support to com e out o f  this system
Client: Oh yes,'yes, that's why I'm asking you this place, is Slough place I'm talking 
about, it's Berkshire, needs more help because it's more, urn, Asian community here,
I said what a pain this world is, full o f  sadness and we should make this place a 
very happy place, by helping each other, no t m oney  wise, I mean, we can do a lot 
which money doesn't involve, like you are  holding a group, right, if somebody s wome 
than me, it is my job to help that person, you know , so it is all, you know, caring and • 
sharing your programme, what person can he do.
' but
what I'm asking you, that if, you see, y o u r  j o b ,  y o u  h a v e  done so much research it 
•.hculdn't be wasted.
even you are doing the 
research, the research maybe, you know , will he lp  a lo t o f  other women, for som ebody  
else.
Client: Y call, so if  the base is strong, p e rsona l i ty  c a n  b e  strong....
Client: I ..! ....even I was very bored, but I n e v e r  ta lk e d  to  anyone what was happening 
inside me.
Client: no, I never told him how  1 feel.
Client: Because I was thinking maybe he will be more annoyed
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Appendix Seven: collated transcripts continued
/ " %  Client : Yes- lhal's wl'y 1 depressed. That if  it's parent's, cltildren's evening, he's
( J not there.
Client: No, no, I just wish you luck that you should stay here, not for my sake.
Client: It's hundreds o f women who are inside and they need help, you should be here, 
you shouldn't leave from here, because, I don't know, it's in Wembley there is a lot of 
Asian women, near to Greenford.
Client: Yeah with the children, with their whole life, they got no money, if they say 
they are leaving, they suggest, well, go today, w here they will go? for help, tell me?
Client: I f  you are Counselling them for a couple o f  hours, after a couple o f hours, what 
they will do?
Client: Support. Client: O r skills jobs.
C «„-
up
trrU) ^  t o  p ro p  ­
ellent: I think, coming for Counselling, Counselling ....................(can1! tmëërsiand)
I always pray, before I took my tablets but I wasn't concentrating ,no ( client coughs).
*
Client: E rm , maybe if my family w as close to me,......
Anu: Because they're in Africa aren't they?
Client: Yes, if I, I, the end it, as I think alone, I think, my mum hasn't got long, she, my 
aunty, apparently, just, didn't tell me anything before, but now she has honestly and 
frankly told me that my mum is just holding on to  see me,............
Anu: So if your family were there, it would help.
Client: Yeah.
Anu: What else would have helped?
Client: Er, I feel that if I, I feel ashamed because I can't invite nobody around my 
house.
Anu: Because o f the house and the state o f  it?
Client: Yeah, if I had a nicer house I could o f  invited friends around, I would have 
more friends around, my kids would have friends to stay over, if my kids want to invite 
a friend I have to make sure that we bring the child and we take it back. We can't let.
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Appendix Seven: collated transcripts continued
WC ,one ^ end’ a class mate came home, she came home and her mum said she 
would drop her, obviously her mum came around ou r house and when she came to 
drop her she mostly spent her time in the garden because we kept her in the garden,
her Up WC had 10 imd,e her ^  when we i-vhed her in I feh B e ,
^nu: Embarrassed.
Anu: What would have helped you then? !£ I mean, what would have prevented you 
from doing that?
Client: Erm, I had been having Counselling lessons before that, because I needed to 
talk to someone other than the family, other than anyone I know, and in lots o f ways 
that really did help me, it helped me to get back on my feet, and it just led, the whole 
situation just led to a point where, I mean, if  I hadn't had the help that I had at that 
time from the Counselling, who knows, i could have hurt myself very badly,
Anu: You had started Counselling by then/
Client: i had, yes, I think I had had a few sessions by that time, but obviously it takes 
some time,
Anu: looking back what could have helped you at the time, so that you didn't feel
that was what you needed to do, what would have helped looking back
Client: if everybody like my own family, if  no body had done what they did to me 
Anu: in the past if that hadn't happened
Client: if that never happened, if my narents loved me as a child you know, loved me 
and given me the love I would have loved them as well, it would never have happened, 
id got married had an education i would have been happy, you know, even if I'd had to 
marry this guy, I still would have been happy, at least I would have had the 
opportunity and got an education I've got somewhere rather than working you know 
five o'clock in the morning till two o'clock in the afternoon or two till ten o'clock in 
the evening, and that's not a life.
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Appendix Eight: emergent themes
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Appendix Eight: emergent themes continued
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Appendix Nine: postulated linkages between themes
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Appendix Ten: Transcript of interview with Kiran
Ann: Ok, so Kiran if you can look back to that time, I don’t know what exactly, 
what you did, I know it was last July, what led up to it?
Kiran: Erm, it was the feeling of no-one being there for you feeling isolated., trapped 
Ann: Yeah, yeah, trapped.
Kiran: And feeling confused, and er, it’s like you haven’t got any other means and 
you don’t think of anything else at that time of what you want to do.
Ann: Did you....
Kiran: Because there is nothing else you can do.
Ann: You wanted to die?
Kiran: I wanted to die because I wanted to get out of the situation that I was in.
Ann: And what was the situation?
Kiran:Enn, it’s quite complicated.
Ann: Go for it.
Kiran: It was, enn, a problem with the family, we weren’t seeing eye to eye,
Ann: Which families this?
Kiran: This is a joint family,
Ann: So you mean your in-laws.
Kiran: In-laws, and husband’s brother and fairly few members of the family and I 
think even any husband is to be counted in for that, because you know, its when you 
look at your parents you want someone to be on your side, you want support, if 
nothing else, if they can’t change the situation the least they can do is be there for you. 
Ann: Of course.
Kiran: At that time I had no-one.
Ann: And what were the particular issues you were struggling with?
Kiran: Erm, issue, how do you mean?
Ann: What were the things that were causing the distress?
Kiran: Erm,
Ann: To do with the family.
Kiran: Just your self independence, wanting to be yourself is not allowed.
Ann: How did they not allow that?
Kiran:I’m not saying, I didn’t. I’m not saying that I wanted outrageous thing, wear 
dresses and you know, which isn’t. I’m not tying to be bad looking to you or 
anything, but you know, having my culture in mind, you know, calling out for 
independence, be a little bit more free with my time, erm, if you feel relaxed yourself, 
you’re happy yourself you can give more to other people, they didn’t understand you 
see.
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Anu: So did they stop you going certain things?
Kiran: They did.
Anu: Can you give some examples?
Kiran:Erm, for example, the work, it’s very hard,
Anu: This is in the shop,
Kiran: This is the shop, it’s very hard work, it’s not physically what you would call a 
lady’s work, lifting up heavy rolls all the time, bending over, going home seven 
o’clock, eight o’clock in the evening, doing the house work, getting the kids to bed 
and then you’ve got to give that attention to your kids and love, you know, and 
bending over backwards to be nice to your family, and it’s like years and years and 
years it just sort of came to a halt you see, it all added up.
Anu: Had there been a particular trigger incident?
Kiran: Erm, yes, I think my sister-in-law was going to get married and the family 
were been living alone for five years,
Anu: You’d left living together, you mean?
Kiran: Yeah, it is a family, it’s my in-laws’ house, but me and my husband were 
living separately and then all of a sudden they wanted to change everything around, 
and my in-laws wanted to move in with us.
Anu: Oh, right.
Kiran: And without consulting me, my husband had made that choice.
Anu: He agreed.
Kiran: Erm, there had been a family feud before this happened, my parents were 
involved, my parents didn’t stand up for me and my husband, it’s like your inner most 
secrets that you didn’t want anyone else to know, you think that your husband is your 
partner, you tell them, he just splinted them all out.
Anu: He didn’t keep them?
Kiran: And, erm, the family, it’s like as if to them they were totally disgusted with 
me, but I haven’t done anything wrong, I haven’t hurt anyone, you know, it’s like 
emotional blackmail, you know, looking at it now, it was a silly thing to do, but.
Anu: What did you take, tablets?
Kiran: Yes, I took an overdose of tablets, but, you know, I did know what I was 
doing.
Anu: Did you leave a note?
Kiran: No, I didn’t leave a note, but I prayed before I took the tablets, I prayed to 
God, I said, look I’m doing this out of self desperation, you know, even now I can 
still, you know, feel the feelings because they are still there.
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Ann: What would have helped you then? If, I mean, what would have prevented 
you from doing that?
Kiran: Erm, I had been having Counselling lessons before that, because I needed to 
talk to someone other than the family, other than anyone I know, and in lots of ways 
that really did help me, it helped me to get back on my feet, and it just led, the whole 
situation just led to a point where, I mean, if I hadn’t had the help that I had at that 
time from the Counselling, who knows, I could have hurt myself veiy badly.
Ann: You had started Counselling by then?
Kiran: I had, yes, I think I had had a few sessions by that time, but obviously it takes 
some time.
Ann: And how has your life changed since then? Because you’ve just said in fact 
you’ve got the same feelings still in a way.
Kiran: In a way I still have the same feelings yes, I mean there are some good days, 
really good days, they just seem to drift by, but some days, I know everyone has bad 
days, but some days I feel really low, and, erm, it’s not probably a good thing to say, 
but. I’ve still got the tablets in my bad that I took that time, I still keep them.
Ann: Why do you think that is?
Kiran:! still keep them, not to take an overdose, I understand tablets are for a 
purpose.
Ann: Why don’t you throw them away Kiran?
Kiran: At that time, had all, not just his family, but further family friends and 
families, I was, like, blocked into a little cell, I couldn’t get out of there, you know, I 
couldn’t face walking out of the front door, it was too hard and too painful for me, 
and there was no-one there at that time in that one hour thinking what to do, there was 
no-one there.
Anu: Y ou couldn’t think of anyone?
Kiran: There was no-one, the only person I could think of obviously was B 
(counsellor), who has been my counsellor, but I couldn’t contact her at that time 
because it was a weekend, or something, but sure enough, if it was like later on, or 
earlier on, I would have talked to her before I did this.
Ann: But there, I remember some of the other difficulties you were experiencing, I 
mean, life with hubby was also hard wasn’t it, sometimes?
Kiran: It was.
Anu: Perhaps because of the pressures as well.
Kiran: It was, I mean. Counselling has helped him a lot as well, he’s only come for a 
few sessions, but we had to start seeing eye to eye, he knows how much he can have.
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how far he can get with me and to such a point, and I also understand with him now, 
and I think I’ve grown a lot. I’ve understood a lot, erm.
Anu: The family attitude didn’t change after the overdose; or dit it? Did it give 
them a shock?
Kiran: Erm, it gave them a shock and, but the thing is they turned around and they 
still even more further dragged me into it, and they said, look, you didn’t think of the 
family name when you did this.
Ann: Oh, so you were blamed again?
Kiran: Yeah, you get blamed again, and that is typical of an Asian family, that’s what 
you’d expect, you know. I’m not saying all families are like this but.
Anu : That’s been your experience.
Kiran: Asian women they really, I think they really have to suffer a lot.
Anu: Because that is what I was going to ask you was, that Asian women have go a 
high rate of attempted suicide and actual suicide, and I want to know from you why? 
Kiran:It’s all, it’s the culture you see, I mean faith in itself is a separate thing and 
culture is another thing, and Asians, Asians like to keep in their own separate 
communities and their own families and what not, and it’s made me realise now that a 
person from the outside can, sometimes can have a better view of the situation, it’s 
better to talk to a stranger sometimes because they can give you sound advice, you 
know.
Anu: But you’re locked in you’re saying.
Kiran: Yeah, you’re locked in otherwise, there’s no way out.......
Anu: No way out, yeah.....
Kiran: And it’s like, now, I mean, women are getting more and more independent 
because girls just won’t stand for it, and, you can tell by the marriages now, there, 
there’s like, I think there must be about seven out of ten love marriages, where as
before it was all arranged marriages and.......
Anu: Was yours arranged?
Kiran: Arranged marriage, um, but you know, you have, what first thing you have 
work at your marriage soon as you get married, if it’s arranged, you have to please the 
family, I lived with the family for erm, about seven years you know.
Anu: How were ?
Kiran: And I think I did a pretty good job.
Anu: Mm, mm. I’m sure you did.
Kiran: I think I really did bend over backwards to please them, but there was no 
pleasing, there’s no, erm.
Anu: It’s never enough.
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Kiran: No, it’s never enough, it’s never good enough, I mean I’m trying my best now
to work as well and I make.......
Anu: Do they live there now? You’re parents-in-law.
Kiran: No they didn’t move...........
Anu: No they didn’t. It didn’t happen.
Kiran: You see it was my sister-in-law’s wedding and they wanted to move into their 
house for the wedding, and stay on afterwards, and erm, it resulted that they in my, 
husband hitting me in front of the customers in the shop.
Anu: Really?
Kiran: Because they never sit down and talk, they, they, because they’re always so
busy they don’t want to find the time which is....
Anu: They avoid.  .................
Kiran: Which makes more sense, but they wouldn’t they’d rather do it, as now and 
here, and erm, my brother-in-law was speaking to me that day and he says, look what 
do you want? Mum and dad are gonna move in, he was asking me my view, so I gave 
him my view, why lie? You see, and I said I’m not happy with this, I said I’d prefer to 
be independent to live with my husband and my family, I don’t mind if mum and dad
move in for the wedding, bu t.........
Anu: Sure.
Kiran: Not later on, you know, um, I says look, um they haven’t seen eye to eye with 
me before, it’s not that I hate them, but everyone wants their space, and he rang up my 
parents up, my brother-in-law, this is my husband’s younger brother, he says, come 
and take your daughter, she’s no good.
Anu: He rang your parents?
Kiran: Yeah, she’s no good, she doesn’t  know how to behave, she doesn’t know how 
to talk, take her back and make her understand what we expect of her, and when she’s 
sorted herself out we’ll think about having her back and my husband said exactly the 
same things.
Anu: And your parents, erm, didn’t defend you, or challenge that,
Kiran: No.
Kiran: But you see this is a culture, they, given the circumstances they’d probably do 
the same, in the end what I, the conclusion I came was to, everybody wants to think of 
themselves, they are there for their self respect.
Anu: Sure.
Kiran: They’re here for the name, for the sake of it, but when it comes down to 
community to the feeling of everyone being together and looking after, it’s not there, 
nothing at all, I think.
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Anu: But was it also a big shock because maybe your parents had been there for you 
before marriage, I don’t know.
Kiran: My parents have always been strict.
Anu: Have they?
Kiran: Always, erm.
Anu: You’re not from this end are you?
Kiran: I’m from Birmingham.
Anu: Birmingham, yeah.
Kiran: My husband, boyfriend.
Anu: Were you bom in Birmingham?
Kiran: I’m bom in Birmingham, I mean, looking at me and talking to me you might 
think that I am from abroad or something.
Anu: No, no.
Kiran: But I’m not. I’m from here, and I been brought up in a veiy strict way, I 
suppose, as a person would be living in a village in India or somewhere.
Anu: Is that where they’re from?
Kiran: Yeah.
Anu: A village?
Kiran: Yeah, the Punjab, yeah, and looking at it now, people don’t live like that even 
over there.
Anu: Erm.
Kiran: You know, it just brought me to a conclusion where I thought at the end of the 
day, trust in God, trust in yourself, don’t give a damn about anyone else, if someone 
cares for you, feels for you, you do the same for them, otherwise shove it, you know, 
sorry about the language.
Anu: No, no.
Kiran: But I feel like that, and I think I felt I learned a very painful lesson, I took 
those tablets but there is no way I’m going to kill myself because I’ve got two little 
children.
Anu: Of course, of course.
Kiran: Although it was a bad thing to do, but I prayed that I wouldn’t die, when I had 
them, but you see a majority of women don’t do that, you never know what’s going 
through their minds.
Anu: So thinking about it,
Kiran: Even though I had them I still didn’t know what was going to happen to me, I 
was just sitting there waiting for something to happen, for me to go, you know, just 
like that.
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Anu: What happened actually?
Kiran: I went veiy dizzy, I went veiy numb, erm, I think I was shouting things out, it’s 
like when you’re, I think it’s like when you’re on drugs, you know, I think I, and then 
the family came in about an hour later, because I wasn’t going home, I was sitting in 
the shop.
Anu: Oh, I see.
Kiran: It was the end of the day.
Anu: You took it in the shop.
Kiran: Yeah, and I didn’t want to face anyone because they had all stopped speaking 
to me prior to that you see, because of my views.
Anu: Because of lifestyle?
Kiran: Yeah, I had been totally alienated.
Anu: Was that after you had been taken back by your parents and returned, or that 
was another occasion?
Kiran: That had been happening.
Anu: Or that happened ever so often?
Kiran: It happened mostly, whenever my father-in-law had a problem with me, he’d 
ring my parents up, he thought that was a straight solution, I had to, in the end, I had 
to ring my dad up and my mum, and had to shout to them and say, dad leave me alone. 
I’m married. Okay, I says, look, if you want to go on pleasing my in-laws, you do it in 
your own way, don’t involve me, leave me alone.
Anu: Exactly.
Kiran: And, erm, why are you believing eveiything they say. I’m your daughter you 
know what I’m like, and deep down inside they know, you know that erm, that 
Anu: Why can’t they stand up to the in-laws? What’s that about?
Kiran: Asian culture, the girls, the girls are supposed to be.
Anu: Good daughters-in-law?
Kiran: Yeah, and not just that, the girls are looked upon as being, you know, the 
lower sex than the men, that’s the main problem.
Anu : Doesn’t that hurt you?
Kiran: Erm, it does a lot, I mean, but looking forward now I would never let that 
happen to my children.
Anu: So you’re going to do it differently?
Kiran: Yeah, and I don’t want this situation to grow on me and to take me, I don’t 
want, it’s like, fall into this so much that I start believing and thinking the way they 
do. I think I’ll always be separate to them anyway, you know, mainly all of them are 
from India, it’s just been me who’s here.
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Anu: So your hubby was from India?
Kiran: He came over when he was about thirteen.
Anu: Oh, I see.
Kiran: And he’s about.
Anu: So it’s different values as well.
Kiran: That as well, and you know.
Anu: What helps you cope?
Kiran: It wasn’t easy, it’s. I, I, I had a veiy, veiy strong belief in God, and I still do 
have and I think that is the only thing and the truth, because I believe in the truth so 
much at that time, because I was pointed out as a liar, making things up, which I know 
wasn’t true, and it was the other way around, but who can you make believe when the 
whole tribe is not on your side.
Anu: Of course.
Kiran: So, erm, I mean, I get women coming in the shop that are in desperate 
situations you know, and I always suggest that you should see your doctor about 
counselling because it’s worked wonders you know, it has.
Anu: Did it change the situation or just help support you, because counselling can’t 
necessarily change,
Kiran: No, no, no.
Anu: You know, the family.
Kiran: it helped me cope with it, it helped me look above it and look beyond you 
know, and I think with the love, it’s like I actually got love from here, you know, and I 
can’t forget this, because you lot have been really, really great to me you know, and I 
think that is there to stay because I can never forget that.
Anu: So that is always going to be in your heart.
Kiran: It is, because, I mean, those hugs and those holding of hands at that time,
Anu: Made the difference.
Kiran: They were so powerful you know, if there wasn’t that someone there to do 
this, I mean, where would I be at this time, I don’t know where I would be, I dread to 
think what would happen to my children.
Anu: Because things with your hubby got a bit sticky, didn’t they.
Kiran: Yeah, I mean there was a point in time where I though I’m going to pack it in,
whether my parents stick up for me or not. I’m just going but I couldn’t because, you
know, once you leave this community you are not welcome back,
Anu: You’re rejected totally forever?
Kiran: That’s it you’re isolated you know.
Anu: So it’s hard to leave?
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Kiran: Well it’s hard to leave as well, you know what way can you please them, 
which is the way, you know how you get around pleasing a person, you’re meant to 
use your manners and everything apart from all that deep down inside it’s supposed to 
be you’you’re honest with eveiyone, you’re truthful and honest and this is how I was 
brought up, I was happy the way my parents brought me up, although I never knew 
what happened in the outside world.
Anu: You were protected,
Kiran:! was veiy protected, because I left school and my parents had their own 
business so I helped them out until I got married.
Anu: Really.
Kiran: And it was like I got married and got involved in the family business, so I 
didn’t really got out much, and didn’t see people very much.
Anu: Did you rebel against it at the time?
Kiran:! did, I hated that then, because, ...’well’ I, I wish my parents did let me out a 
bit more.
Anu: You’re not an only child are you?
Kiran: No, I’ve got an older brother and then I’ve got two younger sisters.
Anu: Right.
Kiran: So I’m the second, but I know myself deep down inside, I think I’ve grown 
more than anyone else in the family has lately, because I’ve got a wider awareness 
that I had before.
Anu: So what’s your dream for your daughter then?
Kiran: Erm, well first of all is their education because I didn’t get this education and 
not just because of my own beliefs. I’d like them at that time to talk to me more, to 
communicate, tell me their feelings and if I can help, you know, I will do my upmost 
to help them in whatever they want and to see your children happy makes you happy, 
and I think that should be the thing that parents stick to.
Anu: Does he see you as being happy, or is it sometimes 
Kiran: Who’s that?
Anu: Your kid.
Kiran: No, and especially when you see your children crying when they’re looking at 
you, it’s veiy painful.
Anu: Why do you think they ciy?
Kiran:Erm, I think, its just they know what’s happening, even though they are so 
small. I mean, she’s going to be five now, my daughter, my son, his eight they know 
what is happening, at the end of the day, you’re their mother. They want you to be 
there for them.
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Anu: Which you are.
Kiran: They like to see you happy, yeah, but, erm, I mean, I haven’t talked to anyone 
about the situation since it happened.
Anu: About which situation?
Kiran: Like, the suicide and everything, how I was feeling, I don’t think anyone, they 
just brushed it aside and they saw it as silly thing to do, that could have spoiled the 
family name, and that’s it.
Anu: So what, you know, it’s just like, where are you in it all, it’s like you’re just 
there?
Kiran: They don’t understand when a person is ciying out for help.
Anu: No.
Kiran:! think the first thing a person should allow is a break now and again, not 
because of work, generally, you know, even if you’re not going to work you need a 
break from the family.
Anu: But you didn’t get that do you?
Kiran:! didn’t get that, touch wood now. I’m in the shop, that in itself even though 
it’s very demanding, at least I’m away from them, so when I see them, you’re polite, 
you’re kind, you exchange gestures and that, and then you leave yourself to yourself, 
which is good.
Anu: So it gives you a bit of space.
Kiran: I don’t get involved with anyone any more, I don’t, because, no matter how 
hard you try, you get involved you get pulled into it more and you end up hurting 
yourself.
Anu: How’s your hubby these days?
Kiran: Erm, he’s a lot, a lot better, he knows that.
Anu: Because he used to lose his temper, didn’t he?
Kiran: Yeah, he knows, I think he understands now that he wasn’t one hundred per 
cent right all the time, he hasn’t owned up because men generally find, it difficult. 
He’s just quietened down about the whole matter, just leave it best at that you see, 
erm, and I try and avoid situations where there is going to be an argument and it 
normally just generally sorts itself out.
Anu: So you just let it be, let it ride.
Kiran:Unless it’s really, really, erm, you know, it’s really something strong that I’ve 
got to speak up for, then I let myself be heard, because I am a person, and, you know, 
I think they know inside now that, you know, she can do silly thing, you know, if 
someone doesn’t listen to her, but it’s not that I’m blackmailing them, I don’t, I 
haven’t got my way you know, but erm.
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Anu: But maybe, you know, that’s interesting, ‘cause maybe you’re right, you know 
that is, although it seems a negative thing to do, I suppose one way to make a 
statement.
Kiran: I think they understand that.
Anu: The power you have.
Kiran:! think they understand that I do stand up for myself, which I used to do 
before, and I make myself be heard, and it’s like I’ll say what I feel, and if no-one sees 
eye to eye with me, I try to change the situation where it will suit them as well 
because you have to you see, it’s family, and I think they’ve learned a little you know, 
just a little bit, just slightly, but I think they’ve learned a little in listening to me as 
well, I don’t get where I want, I don’t.
Anu: So how does that make you feel? What do you want?
Kiran: I still feel the trappedness I do, I do, you see, it’s like trying to see over the 
fence, if there is something else there, once you’re over the fence you can’t come 
back, you see, and erm.
Anu: What would you like that’s over the fence? What does ‘over the fence’ mean 
to you?
Kiran: Over the fence means, going out and doing things that I want to do.
Anu: Which would be?
Kiran: Studying a little bit more, finding a job where I could be helping other people, 
helping and caring, and erm, not doing something useless, which I think, might not be 
useless, but I think it is standing behind a counter for the next twenty, thirty years, 
serving material, day in, day out.
Anu : That’s not an appealing prospect.
Kiran: It’s not, and it’s been bugging me a lot.
Anu: And I, I seem to remember you didn’t get the wages properly, or something, 
and your access to the family, to money, is a bit limited, is that right?
Kiran: Enn,
Anu: That you don’t get proper wages or something.
Kiran: I don’t get paid that well.
Anu: Yeah.
Kiran:But then it’s family business, so that’s another thing, I would probably worry 
about that more if I was going to set up on my own, or my husband was along, with 
my, on my side, up to something different, but because it’s his family and it’s their 
business, I have to look at that side as well now, you see, and erm,
Anu: Do you dream of leaving sometimes?
Kiran: No, I don’t.
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Anu: Or that wouldn’t be helpful?
Kiran: Well I feel veiy angry sometimes, when I get angry I start thinking of funny 
things.
Anu: Like?
Kiran: Erm, like it’s just been a total waste of life,
Anu: How old are you?
Kiran: So wasteful.
Anu: You’re still so young, how old are you?
Kiran:I’m twenty eight But it’s been such a waste you know, but there is so many 
things, I mean, we don’t know this but obviously I feel you get life once, you know. 
Anu: This is it now.
Kiran:Do what you want to do now, it’s like people are bom into this world, they go 
through the normal process, they don’t learn much, they don’t do much, they eat, 
sleep, work, go to sleep and die. It’s not enough for me.
Anu: You want more.
Kiran: I’m not greedy, but I want to do something that I will be here satisfied with 
and this is not satisfaction, it’s not, it’s, I want to do something totally different, where 
it would, erm, I think, you know, it would just make me happy, make me feel 
complete, it’s like your job, you’re good at your job, you’ve, I don’t know how you’ve 
set up this thing, but you know, you’re happy with what you do, and there is a 
meaning for you to come into work eveiy day, apart from the money, I mean.
Anu: And you’d like that?
Kiran: I would.
Anu: Of course you would.
Kiran: It would give you, you could put more into it, you see, make you feel part of it, 
I mean, I have done as much as I could in the shop, and I feel,
Anu: So does that make you feel veiy stuck now? Just stuck?
Kiran: I feel as though I want to move on and being in a family as it is and having 
your own business there is no way around it, the only thing I can do is pray to God and 
ask for something different, soon.
Anu: But what about topping up on your education? Is there any way that is 
possible?
Kiran: I don’t get time, no time at all, I don’t get time to study at home, either 
because the work is so demanding from there, there from ten in the morning until 
seven pm.
Anu: Nobody else helps?
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Kiran: Fve got somebody helping me in the shop, but you know, he does as much as 
he can, most of the responsibility is on me, because he works for us, so it’s different 
and, erm.
Anu: I’m just wondering is there any other ways that you’ve tried to taste a bit more 
from life.
Kiran: No, it was different when I got married, I was very happy when I got married, 
even though it was an arranged marriage, it’s like I didn’t know what was going to 
happen tomorrow, I was very happy.
Ann: I’m sure, quite exciting isn’t it.
Kiran: I didn’t know what was going to happen and you know, life just seemed a little 
bit fun, but it didn’t last long, it’s only about six months,
Anu: Then what happened?
Kiran:Erm, I just started getting disappointed, it’s like I don’t have great big 
expectations of people or things to happen, but you generally have an outlay on your 
life, you’re supposed to have an outlay on your life, you know, this is what you want 
to do by such and such a time, this is what you would like to have in such a time, you 
know, you have a goal.
Anu: Yeah, you have an expectation, maybe, so what was yours then at twenty eight, 
what did you think it would be like?
Kiran: I thought I would probably be able to if I was going to work in the shop, you 
know, I would work a couple of hours a day or part time, and have some time, evening 
classes or something, learn, do a course in something, and later on give all this up and 
start doing my own job you see, I think it’s just been a total waste because my parents 
didn’t let me study either, because they thought that it wasn’t good for a girl to go out 
and study at the college.
Anu: So you j ust left school at fifteen, sixteen.
Kiran: That’s it.
Anu: What would you like to do?
Kiran: I wanted to be a nurse.
Anu: Did you? You talked about that?
Kiran: I still feel I want to do something on the medical side, it don’t have to be 
nursing, it can be sitting down and talking, talking to people.
Anu: But that would not be possible within the family?
Kiran: Even my husband,
Anu: He’s not........
Kiran: It’s a very difficult thing to do, because looking at him, he’s been in this all the 
time, he hasn’t made any changes.
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Anu: But is it that you couldn’t be a Nurse because they wouldn’t approve of it, or is 
it that plus you have to be in the shop?
Kiran:No, this family doesn’t know, my parents, it was like after I left, just before I 
left school I was considering to be a nurse and they totally put me off the idea and 
they said, oh, no, no, we don’t want any of that, we don’t want our daughter going out 
to work, we don’t want, I think generally they were afraid of me being outside and 
thinking they don’t trust me.
Anu: Do you think that still happens to a lot of girls?
Kiran: A lot, I think it still does, you know.
Anu: Are they like that with your sisters?
Kiran: Yeah, you see after a while you get an overall picture of a person and you 
know which issues we can take with that person and which issues you can’t.
Anu: And how do you feel towards your mum and dad?
Kiran: Deep down inside I feel hurt that they weren’t there when I wanted the, 
although I love them and everything, you know, I think they haven’t realised how 
much they hurt me at that time.
Anu: Y ou haven’t talked to them about that?
Kiran: They wouldn’t talk about that, you know, it would be too painful, you just, I 
think in this culture you’d have to ignore and just carry on.
Anu: Is there a positive end?
Kiran: You want to have a tomorrow, you want to have something to look forward to. 
This is what I always want, something to look forward to, live more, makes you want 
to give it more, but if there is nothing around the comer, every day is the same as any 
other day.
Anu: You make it sound like a jail sentence.
Kiran: That’s it, it’s like you’re in prison, it’s different if you’re married and you can 
go out to work, and in that way you can still choose if you want to go out to work or 
not, this way. I’m working Sunday’s now even.
Anu: Every single day?
Kiran: And my housework, erm, I normally do my housework on Sundays when I 
have the day off, I have to do it in the evenings and I’ve got a back problem as well, 
and at the moment I can see myself working here till the rest of my life, and it’s not 
very pleasing, it puts me down, I get negative thoughts and start feeling depressed.
Anu: Well that’s what depression is, it’s  you don’t ever imagine yourself just
sort of in another scene?
Kiran: You’re so involved with this that you can’t, I can’t do any more.
Anu: Can’t even imagine.
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Kiran: I used to before you see, but I can’t do it any more, I don’t know why.
Anu: Maybe you don’t dare to think about how else it would be.
Kiran: Yeah, I mean it could be that.
Anu: Your husband knows you feel like this or you don’t tell him now? I suppose 
after he sort of.....
Kiran: No I’ve learned to keep a distance from him, but I still do speak my mind 
when he feels as though there is a lot of emotion in her and she’s not telling me 
something, she should be talking to me. If he asks then I tell him, otherwise I don’t, 
you see, if I can’t cope with it myself then I do tell him.
Anu: And what does he say?
Kiran:He just tells me to accept it and carry on, just accept what’s here and carry on, 
it’s a big thing to accept.
Anu: It is a very big thing.
Kiran: I mean it may not be so bad, for another person to see. Oh, she’s got a job, 
she’s with a family, she’s fine, what’s she moaning about? But I know there is 
something there, and there is a lot, I can give a lot of love and a lot of kindness to 
other people, I know I have got that capability inside me, but no-one knows that until I 
try it, it’s like I’m dying to show it.
Anu: You see it’s just there?
Kiran: Yeah, but I can’t show it to my customers they come in to by fabric, you know, 
and erm, customers come in and they want to talk about the prices, discount, this and 
that, that’s a total different issue,
Anu: Who’s there to support you, who’ve you got Kiran, any friends?
Kiran: Erm.
Anu: Any other women that you know going through similar things?
Kiran: There is no-one that close, although I have a few friends who I go talk to now 
and again, there’s no one I mean, women who are going through the same thing I’m,
going, I mean women don’t open up that much.....
Anu : Why do you think that is?
Kiran: I think they’re just afraid of being, it’s like just giving the family a bad name I 
suppose, that’s the main thing.
Anu: So what is it called this giving? Is there a name for it, giving the family a bad 
name? What do they say to you? What’s the word in Punjabi? Do they say 
something?
Kiran: Oh, giving the family a bad name ‘Sharam’ isn’t it, and it 
Anu: Shame.
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Kiran: You see, this is not the meaning of life, the meaning of life is not to get up and 
work every day, treat eveiybody like animals, you know.
Anu: Of course not.
Kiran: There is love involved, there is feelings involved, you know you have to look 
after each other, why does it hurt another person so much to open up and be a bit more 
careful, a bit more loving, i f  s such a nice thing love is i f  s just so warming and i f  s so 
complete
Anu: You have to love yourself Kiran.
Kiran:But I can’t, that’s one thing I can’t do.
Anu: Why?
Kiran:! can’t.
Anu: You give all the love out to everyone else.
Kiran:! can feel I can give it to people, but I can’t love myself.
Anu: Why?
Kiran: I don’t know the reason for that. I’d like to know, I don’t know why I can’t 
love myself, because erm, maybe I can see myself as a disappointment like the family 
see me as a disappointment, like the family see me as a disappointment.
Anu: Or maybe it’s because you have been listening to that for so long, all that 
negative, that sometimes you just take it in, it’s easy to believe isn’t it.
Kiran: I f  s still as though I haven’t pleased the family. I’ve got to please the family. 
Anu: So you feel a bit of a failure.
Kiran: And I don’t want to believe these things, I don’t, want my feelings to die 
because, I don’t know how long it will take, but I do want, I want to do what I feel I 
want to do.
Anu: And that seems very reasonable doesn’t it?
Kiran:I mean it’s not easy, it’s the somethings that are a bit difficult for to, you’ve 
got to give thought to but hopefully one day I’d like love to move from this country. 
Anu: Really?
Kiran: I would.
Anu: Where would you like to go?
Kiran: Erm, well one way out I’ve seen lately, because my husband is designing, 
fabric designing, and told him I’m interested in colours and I’m very good with 
designs, and he always confirms his designs before he gets them done, and I’ve seen 
that he feels good to hear my point of view and he knows I am good at doing this, and 
I feel as though I can do something towards that you know, that can be the starting 
point, and he goes to Bombay every two of three months.
Anu: Does he?
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Kiran: Yeah.
Anu : To look at the designs?
Kiran:Look at the designs, book some more designs and see what’s happening and 
you know, that means I’ve got to stay without him for a week, not a week, I mean a 
month, six weeks, and it’s not easy you know.
Anu: He doesn’t take you?
Kiran: No, the business here is too much, we’ve got two shops are here and we’ve got 
a warehouse as well and it’s a big commitment and erm.
Anu: You’d like to move to Bombay?
Kiran: I’d like to move to Bombay because I like the lifestyle over there.
Anu: But you know that first hand, or you’ve just heard about it?
Kiran: I know. I’ve been there. I’ve been to India at least about four times now.
Anu: Oh, right OK.
Kiran: Its just so stress free, you know, life here is so hectic, you give so much, you 
get so little back, you know.
Anu: So that’s a dream for you.
Kiran: I’d like to go and live there, if I , I mean, carry on from there you know, I 
could start working somewhere if I wanted to, but I think I’ve worked a lot. I’m tired 
you know.
Anu: You’ve worked since you were fifteen?
Kiran: I’m so tired.
Anu: Did you work through your pregnancy and everything, did you have time to 
spend with the kids?
Kiran: No, I mean even that was a fuss. When I had my son, my father-in law thought 
it was a route out, you know, having children and sitting at home, he wouldn’t have it, 
he wouldn’t have it.
Anu: Because the kids have had to sit with you in the shop too.
Kiran:He says he was speaking to my mother-in-law, if you had to come to work 
with your children, why, are they any different, he’s supposed to be your father you 
know.
Kiran: I think I’ve given him more love than I’ve given my own father.
Anu: Why?
Kiran: Because you have to change so much after you get married, you have to please, 
you see, to be accepted.
Anu: But is it genuine love?
Kiran: At times it has been, but they’ve neglected it.
Anu: Or they haven’t returned it?
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Kiran: They haven’t seen the whole value of it, so I don’t think it’s worth giving now. 
Anu: So it’s made you more closed.
Kiran: Yeah, but I think in a way whereas before I depended on people too much, I 
stand up for my own self now.
Anu: Would you say it’s made you stronger?
Kiran: It has but, there are bad days, there are times when I wish I could make an 
appointment and come straight in and have a good talk, no matter what time it is, you 
know, even to come here now I had to lie.
Anu: I know.
Kiran: I hate lying but I had to lie you know or I couldn’t come otherwise.
Anu: They’ve never known you’ve come her, but your husband knows?
Kiran: My, only my husband, I mean recently I told him and he was going to start his 
sermons, and that was a very big risk, because he hasn’t ever kept any other secrets of 
mine.
Anu: So where did you say you were going?
Kiran: I’ve told him that I’ve come to see B (counsellor), but I’ve told him that I’ve 
told his dad I’m going because I’ve got a back problem, to have some heat put on my 
back and erm, I believe that God knows what I am doing, I am not lying, he’s 
watching me, and I told my husband before I came where I am really going, as long as 
he knows I shouldn’t have a problem with anyone else, you know.
Anu: But lying doesn’t make you feel good?
Kiran: It doesn’t make me feel good no, but there is no way they would accept I’m 
going for, erm,
Anu: Why, what would they say?
Kiran: They’d start laughing.
Anu: Would they?
Kiran: They’d think I was sick or something.
Anu: Or mad?
Kiran: Yeah, or mad or something wrong with me and erm, pull me down.
Anu: It would be used against you, be another excuse?
Kiran: That’s right, so nowadays I try and stay away as much as I can from people 
that I think is going to cause commotion and trouble, and when I’m with them, just be 
relaxed, while I’m with them and not panic like I used to. I do get panic attacks now. 
I get veiy strong panic attacks and I haven’t been able to get rid of them.
Anu: What do you think panic, panic attacks mean?
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Kiran: Erm, I just get anxious, it’s like a couple of weeks ago I been feeling so 
anxious. I’ve been upset and depressed and I haven’t had any panic attacks since, but 
they’re coming out now, I don’t know why, but this is how it comes out.
Anu: I suppose panic attacks are a sign for us that things aren’t right, and until 
things do get alright we do get them, don’t we, it’s a message, feeling threatened, 
feeling not safe.
Kiran: But the answer to that typically is go to the doctor and get some medicine.
Anu: Have you tried some relaxation?, it sounds like you’re veiy over exhausted. 
Kiran: I am really run down.
Anu: You must be veiy exhausted, your job hasn’t finished has it?
Kiran: I can’t say I look as good as I normally would, or as I would like to, because 
you have to let your body relax, how can your body look the same eveiy single day if 
you’re working, from, like, you know, twenty four hours a day. My day starts about 
six thirty in the morning till sometimes twelve o’clock at night, it’s too demanding 
you know, and erm, it’s like it’s just so typical, there is nothing, there is nothing you 
can get through, saying or do that will get through their mind.
Anu: Do you ever think it will ever change?
Kiran: I think it’s like a woman’s beating her head against a wall, she’s hurt herself so 
much, but no-one is looking, no-one’s bothered, eveiyone is bothered about their 
name, their self-respect and making money.
Anu: And you think this is a common situation for Asian women?
Kiran: I do, I think it really is, I think women are so scared to even answer the ‘phone, 
you know, in case people get suspicious.
Anu: Goodness me.
Kiran: Suspicions of who’s she ringing, who’s she speaking to, and when someone 
has rang, you’ve got say this person’s rang. So you have no, your life is under full 
scrutiny, your living is under a microscope, and sometimes it gets distort, this is not 
what life is about, this is not what I was bom for, this is not what I came into the 
world for.
Anu: But you’re aware of that?
Kiran: You know I see, I know what I have come for. I’ve come to help other people. 
I’ve come to, it’s like you’ve got a light, eveiyone’s got a light within, you want that 
light to glow you know, if you’re so dark yourself, how can the light be seen, you’ve 
got to keep pushing at it, you’ve got to keep struggling I suppose, but without help you 
can’t get anywhere, nowhere, there’s not even someone there to sit down and listen to 
you, you might as well just give it in, pack it in, it’s like you’ve got to let it all go and
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go with the stride, and even though I was tired at home I can’t do that, I can’t do this 
for my children.
Anu: So I’m sure you’re already. I’m sure your life is going to glow, because it is 
glowing.
Kiran: I don’t know, I just have faith at the end of the day.
Anu: That keeps you going.
Kiran: I believe there is a God up there, I mean I don’t know how, we don’t even 
know if there is a God there, do we?
Anu: It may be there.
Kiran: It’s what we’ve got inside, and that thing however it started on, the first person 
it started from, gave faith, hope, to everyone.
Anu: So faith and hope sustains you, doesn’t it,
Kiran: Yes it does.
Anu: But there is going to be something.................
Kiran: There are times when I, break down and ciy, thinking when is he going to 
listen, when is he going to help, all we can do is trust and pray you know. I know he’s 
there, he’s watching and thank God for everything. I have got everything. I’ve got, 
and everything he has given me is more than I really need, but I feel.
Anu: But your soul needs nourishing too, doesn’t it?
Kiran: But you see, yeah, but I feel as though I’ve done as much as I could, especially 
where I am now, and I feel it’s time to move on a little bit.
Anu: But it’s how to do that.
Kiran: It feels as though I’m leading the way and it’s like when I’m talking between 
my husband and myself and I’m leading the way, and because he’s been brought up 
with very narrow minded views, he has got to be seeing the light, you know. I’m not 
hurting him or anything. I’m not making him do anything. If he wants out, hopefully 
make him understand and see eye to eye, that I don’t want him to think bad. Everyone 
at the end of the day everyone want peace of mind.
TAPE ENDS.
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4.2.1 ABSTRACT
In this exploratory study, six mildly/moderately mentally handicapped hospital 
patients received social skills training. Prior to treatment, each patient underwent a 
behavioural videotaped assessment which was repeated in the same form after the 
training programme. A number of frequency and duration measures were made from 
the videotape recordings to assess elements of social behaviour, but no differences 
were found when comparing pre and post treatment measures. Frequency and 
duration measures were found to have high inter-rater reliability; a general rating was 
less reliable. The Gunzburg Progress Assessment Chart of Social Development was 
employed as an additional method of comparing pre and post treatment social 
behaviour, and differences in the direction of improvement were demonstrated in 
three areas. The implications of the results for future research are discussed.
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4.2.2 INTRODUCTION
Many mildly mentally handicapped people manage to lead satisfactoiy lives within 
the community and are never felt to require hospital care. Yet, in any hospital for the 
mentally subnormal, young patients are found, who have been removed from the 
community, although they appear relatively capable when assessments are made on 
their level of intellectual functioning. These patients may have been given 
opportunities for rehabilitation, such as being discharged periodically into the 
community by way of hostels, their own homes or group homes, but often these 
attempts are not successful and it would seem that a mental subnormality hospital is 
the only available long term placement for them. Such patients often show marked 
deficits in their social interactions with others. In fact a recent definition of mental 
handicap lays emphasis on the social competence of such people - (mental handicap) 
“Impaired Social competence associated with Sub-Average Intellectual Functioning 
which has been present from birth or early infancy” - K.A. Day (1975). This 
definition, by a leading worker in the field of subnormality shows how, at present, the 
concept of mental handicap has moved away from past notions: the 1959 Mental 
Health Act defined subnormality as “A state of arrested or incomplete development of 
mind which includes subnormality of intelligence and is of a nature or degree which 
requires or is susceptible to medical treatment or other special care or training of the 
patient.”
If the mentally handicapped do show impaired social competence, it may be 
postulated that what differentiates those mentally handicapped inpatients from other 
people, with more limited intellectual abilities who function adequately in the 
community, is that the former group are not socially skilled. From this postulate 
follows the hypothesis that the group in question might benefit from specific training 
in the area of social skills.
Social skills are the behavioural and cognitive skills that an individual requires to be 
able to communicate his basic social and emotional needs to others. Without the skill 
to communicate these needs and understand the needs of others any individual is 
effectively cut off from interaction with others and is thus at a great disadvantage. 
Michael Argyle in “the Psychology of Interpersonal Behaviour” (1971) suggests that 
there are seven motivational sources of interpersonal behaviour:-
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(1) Non-social drives affecting social behaviour.
Basic biological drives such as the need for food, may lead to varied kinds of 
interaction. The need for achievement, an important acquired drive, leads to attempts 
to attain higher standards of excellence, perhaps through examinations or sport.
(2) Dependency;
The goals of dependency are close and submissive relations with parents, and later on 
with other people, where the other person provides help, guidance and protection.
(3) The need for affiliation:
This leads to bodily contact, eye contact, friendly social interaction, and other forms 
of intimacy with others.
(4) Dominance:
This refers to a very important need - to control the behaviour of others, and for status 
or recognition.
5) Sex:
Sexual motivation can be looked at as a social drive similar to the need for affiliation, 
but which is usually directed towards members of the opposite sex.
(6) Aggression;,
This is not a drive that draws people together in social situations, but it is a drive that
has a great effect on social behaviour.
(7) Self esteem and self consistency:
A need for self esteem has been postulated by many Psychologists (e.g. Rogers 1942) 
Self evaluation is based mainly on the reactions of others and comparison with the 
performance of others. A second type of motivation in this area which is postulated is 
the need for a clear, distinct and consistent self-image. Part of this is a desire to
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regard oneself as a unique person, distinct from others. In addition, there are 
pressures to establish a self image that is consistent and integrated.
These then are the seven motivational sources which Argyle suggests require various 
goals in each case. These goals are either responses which are sought from others, or 
types of relationships with other people. In order to achieve these goals, a person 
must be able to demonstrate competent interpersonal behaviour Le. adequate social 
skills. However, there are many people who are unable to communicate, and thus 
fulfil, these needs, which are essential for survival.
Social skills training is intended for such socially inadequate individuals. Social 
inadequacy is defined by Falloon, Lindley and McDonald in “Social Training - A. 
Manual” (Maudsley, 1974) as: “the degree of subjective dissatisfaction with 
performance of adult roles that leads to the avoidance of those situations where the 
performance of these roles is obligatory.”
These authors suggest that the origins of social incompetence may include a deficient 
repertoire of appropriate behaviour and an inability to use an adequate repertoire. In 
both cases, the individual will obtain little reinforcement for entering social situations 
and this will tend to lead to avoidance of such situations and social isolation. Falloon 
et al postulate that a programme that provides the individual with an opportunity to 
learn social roles, to perform them competently in a realistic setting and to obtain 
social and self reinforcement for competent performance would be expected to 
improve the individual’s social adjustment. This is social skills training.
The theoretical background to Social Skills training involves an analysis of the key 
factors in normal social interaction. Michael Argyle in “Social Interaction”  ^Î973) and 
“Bodily Communication” (1975), who himself has carried out detailed studies on the 
components of social interaction has reviewed the literature.
During interaction, people emit signals which affect the others present. Signals may 
be verbal or non verbal; they may be intentional or unintentional. What would appear 
to be important signals in interpersonal communication will now be considered, 
although it must be borne in mind that many of the experiments and investigations 
which have been carried out, are applicable to specific samples of subjects in 
particular social situations, as they may often be components which require retraining 
so that their signalling potential can be used to the best advantage.
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(1) Bodily Contact:
By means of touch, the most basic forms of interpersonal attitude can be 
communicated. In fact this is the most important use of touch. The precise meaning 
of a particular form of touch depends on the culture in which it is employed, and is 
learned. Most kinds of bodily contact have the common thread of an increased 
intensity of involvement with the other person, often of a sexual or affiliative kind. 
Rough bodily contact might indicate aggression, while bodily contact of a non painful 
type may indicate intimacy.
(2) Proximity:
This is the distance between two people in a social encounter. Argyle and Dean 
(1965) found that in a given situation people seek a certain degree of proximity; they 
lean forward or backward to attain it and feel uncomfortable if they cannot. These 
authors proposed that this is the result of a balancing of forces to approach and 
withdraw: people are attracted to others - as the result of past rewards - and also 
repelled - as the result of past punishment. If one person likes another, the approach 
forces will be stronger and, the avoidance forces weaker, resulting in greater 
proximity. Argyle and Dean suggest that proximity, together with eye contact, smiling 
and personal topic of conversation are all factors which together establish intimacy. 
Thus disturbed equilibrium can be compensated for by the use of other signals for 
intimacy - a greater distance leads to more use of gaze.
(3) Posture:
Bodily posture is largely involuntary but can communicate important social signals. 
By his/her general body posture, a person can signal their emotional state e.g. tense 
versus relaxed, or their attitude e.g. when the person sits in a different way from 
others. Mehrabain (1972) studied the postures and other aspects of the behaviour of 
subjects who were asked to approach a hat rack and imagine it to be a person of 
certain characteristics. He found that a postural style is used towards others of lower 
status, more towards females than males and towards a person of the opposite sex 
more than towards a person of the same sex.
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(4) Facial Expression:
The face is the most important area for non verbal signalling. It is a highly expressive 
region and is able to send a lot of information. It is therefore closely attended to 
during social interaction. During social interaction, the face goes through a rapid and 
complex sequence of displays which play a central part in the conduct of verbal 
communication and are essential in the maintenance of social relationships. Facial 
expression can show the emotional state of the interactor; facial signals have definite 
meanings as reward or punishment, approval or disapproval, agreement or 
disagreement, and can provide continuous feedback. Finally facial signals can 
indicate the attitudes of the interactor.
(5) Gestures:
Birdwhistell (1970) has made an important contribution to the study of bodily 
movements. He stresses that the meaning of bodily signals varies in different social 
settings, and suggests that these signals have no standard meanings on their own, but 
acquire them in particular situations. Gestures may be movments of the hands, feet or 
other parts of the body. Some are intentional, others are involuntary social cues which 
may/may not be correctly interpreted by others. Gestures communicate emotional 
states, complete meanings of utterances and replace speech.
(6) Eye Contact and the Direction of Gaze:
Eye movements have important functions in social interaction. During interaction A 
looks at B in the region of the eyes, intermittently and for short periods. This is 
Tooting’ or ‘gaze.’ For some of this time B is looting back at A and thus there is 
‘eye contact.’ The proportion of time each person looks at each other - the normal 
pattern of gaze - during conversation lies between 25-75%. The proportion of time 
spent in eye contact will be less than the time spent looting intermittently. Looting 
can be used to seek information - to see if the other is attending, how a message is 
received, whether one has continued permission to cany on. Looking may also be a 
signal or social technique; although A may not consciously intend to send B such a 
signal, B is likely to act upon it. Argyle and Dean (1965) found that greater proximity 
between two people results in less eye contact. Eye contact was reduced in subjects 
who were interviewed by a continuously gazing interviewer who asked personal 
questions.
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(7) Non verbal aspects of speech:
The same words can be said in quite different ways, conveying different emotional 
expressions. Several aspects of voice quality are involved: loudness, pitch, speed, 
emotional tone and speech errors. These non verbal components of speech are 
correlated, although not perfectly with emotional states. Thus an anxious person 
tends to talk faster than normal, and at a higher pitch; a depressed person talks slowly 
at a lower pitch; an aggressive person talks loudly.
(8) Speech:
Speech is the most complex, subtle and characteristically human means of 
communication. It has many purposes. It may be used to ask questions which lead to 
further interaction and to information about others. A question may be closed or open 
ended - the latter requires a lengthy explanation. Speech can be used to convey 
information to others and is also used to influence behaviour. Informal speech, chat, 
idle gossip, is concerned with establishing, sustaining and enjoying social 
relationships.
These then are some important verbal and non verbal elements of behaviour which are 
basic to processes of social interaction. Using this knowledge, various methods of 
acquiring or modifying social behaviour has been developed derived mainly from 
experimental and particularly social psychology.
Social skills training recently has become a widely used therapy particularly in 
hospitals and outpatient clinics in Britain, Europe and the U.S.A.
The programme that Falloon et al (1974) suggest for social skills training with adult 
psychiatric patients is an eight to ten week course for small groups of six to eight 
subjects, with male and female co-leaders. A multimodel approach is employed, 
using such techniques as modelling, role rehearsal, an operant home programme, 
didactic teaching material, group discussion and activities. The structured weekly 
sessions are of about seventy five minutes duration. Change is measured using self 
report measures, ten target problems, a standardised interview and a video taped 
behavioural test.
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Trower, Biyant and Argyle (1978) have put forward a treatment package which uses 
the basic principles of skills acquisition of guidance, demonstration practice and 
feedback. Patients carry out role plays of situations they find difficult and better 
responses are shaped by using knowledge of normal social skill. Tasks are set as 
between session homework assignments. Content of skills training is divided up 
along skills of perception, performance and cognition.
Goldstein (1973) uses a somewhat similar procedure in his ‘Structured Learning 
Therapy.’ Two therapists see groups of eight - twelve patients. Video tapes 
demonstrating specific social skills are shown and patients are required to role-play 
the interaction they have seen. The therapists and other patients provide feedback and 
encouragement and homework assignments are given. Another similar training 
programme called “Personal Effectiveness Training” has been developed by Liberman 
ÊLâl(1975).
Typical candidates for social skills training tend to show a particular style of 
behaviour. They usually appear rather cold, unassertive and unrewarding to others, 
show little expressive variation in voice and posture, look infrequently at the other 
person, make little effort to produce a spontaneous and interesting flow of speech and 
take little part in the management of conversation. Their behaviour may be 
considered ‘abnormal’ because it occurs in a social context requiring certain norms to 
which it does not conform.
Performance skills
Observational skills
Cognitive skills
getting information.. 
reading social situations, 
listening skills, 
speaking skills, 
meshing.
non verbal expression, 
greetings and parting, 
initiating conversations, 
rewarding skills, 
assertive skills, 
planning, 
problem solving.
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The current study was to test the hypothesis that a group of mentally handicapped 
people might benefit from specific training in social skills. This postulate was 
partially derived from a review of a large wealth of research investigating whether 
various kinds of training in interpersonal skills can be of use to particular groups of 
patients. Although all the research was carried out on psychiatric patients, the studies 
suggested that skills training is a valuable technique for modifying social behaviour 
and could be adapted for use with the mentally handicapped. Some of the better 
designed studies which meet the criteria of what constitutes skills training, namely to 
improve social behaviour by means of demonstration, guidance and feedback will 
now be reviewed.
Outride, Goldstein and Hunter (1973,1974) carried out a study on psychiatric in 
patients to assess ‘structured learning therapy.’ This comprised video taped 
demonstrations of ways of initiating and responding to conversation, coaching in 
important aspects which related to individual difficulties and video taped feedback 
and social reinforcement. Group therapy took place three times a week for four 
weeks. Ratings of behaviour were made from a structured test situation and from 
observations at mealtimes in hospital. The study showed that ‘structured learning 
therapy’ produced a significant improvement compared with a no treatment control 
group, but the behavioural assessment was made only after treatment and there was no 
follow up of long term effects.
Studies on psychiatric patients also indicate the usefulness of employing social skills 
training to modify social behaviour. In 1974, Argyle Biyant and Trower compared 
social skills training in an individual form with psychotherapy. Sixteen patients were 
randomly allocated to an immediate treatment group (psychotherapy or social skills) 
and a no treatment control group. The main dependent measures were a behavioural 
test involving a ten minute interaction with a stranger from which elements of social 
performance were rated by independent judges, and a self report questionnaire of the 
amount of difficulty experience in thirty everday situations. Both treatments tended to 
be effective in improving behavioural skills compared with no treatment, but there 
was some evidence that at six weeks follow up gains of self report measures made by 
patients receiving social skills training persisted more strongly than for patients 
receiving psychotherapy.
Marzillier, Lambert and Kellett (1976) carried out a similar study comparing social 
skills training with systematic desensitisation and with a no treatment control on
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twenty one psychiatric outpatients who complained of major social difficulties. 
Outcome measures included a behavioural test consisting of a videotaped brief 
conversation with a female stranger from which independent ratings of conversational 
skills, social anxiety and ‘general ability to cope’ were made. Other measures 
included target rating scales, social anxiety, questionnaires and a diaiy of social 
activities and contact. The major finding was that patients in all groups including the 
no treatment group improved on most measures. The two treatment groups showed a 
greater improvement on the social diary measure than the no treatment group. At six 
months follow up, only patients in the social skills training group provided a sufficient 
number of returns for a statistical analysis to be made. This revealed that the gains 
made by these patients had been maintained.
Thus a brief review of studies which evaluate the usefulness of social skills training 
suggest that this technique is valuable in modifying social behaviour. However, it 
must be remembered that the form and content of social skills training has been 
designed specifically with the neurotic patient of average intelligence in mind. Very 
little work appears to have been done concerning the adapting of these theories and 
techniques to the treatment of the mentally handicapped.
Brigden and Robertson (1977) explored the areas of social behaviour in which a group 
of females resident on a secure unit of a subnormality hospital differed from a group 
of adult outpatients who attended a weekly social skills group at a nearby psychiatric 
unit. The behaviour of the women on the security ward differed from that which is 
judged to be socially acceptable in that they touch people more, especially stroking 
and pushing, their faces are more expressionless, they are more insensitive to others 
and their speech is not jerky or breathy. In contrast, the psychiatric outpatient group 
emit non verbal cues indicating feelings of sadness, fear and anxiety. Their speech is 
jerky and breathy, their faces express sadness and fear and they are judged to be 
oversensitive to others. The authors suggest that it would be quite inappropriate to 
use techniques such as assertive training and trusting exercises to promote physical 
contact for the secure unit group. Emphasis on the interpretation of non verbal cues, 
however, would be very relevant and role plays are especially suited to teaching these 
skills. In addition, the mentally handicapped need to mobilise their faces and their 
speech tone so that they emit meaningful signals to others.
This study attempted to identify the needs of mentally handicapped people that should 
be catered for in a social skills training programme. Wylie and Thomas (1977)
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(unpublished paper) attempted to take account of these recommendations and 
investigated further the special difficulties of the mentally handicapped. From a five 
week social skills programme for four mentally handicapped inpatients, they make 
several useful recommendations: considerable emphasis should be placed on role 
plays which aim to increase the subjects’ experience of and ability to deal with many 
different types of people and social situations. The variety of personalities in the 
group is important as it provides opportunities for all to be aware of the different 
kinds of personalities encountered in every day life; leaders of the group should 
provide helpful advice, rather than criticism; muscle control exercises used in 
relaxation procedures are useful in drawing attention particularly to facial muscles; 
finally games such as guessing which emotion another person is trying to express will 
also direct subjects attention to other people’s faces helping to create an awareness of 
the importance of expression whilst also training subjects to recognise the cues by 
which they can judge another’s feelings.
The present study was concerned with exposing a small group of mentally 
handicapped people to a social skills programme and the above suggestions gave ideas 
for the format of the course structure. It was attempted to measure the change in 
social behaviour which might result from such a structured learning situation. 
Gillingham, Griffiths and Care (1977) have described how direct assessment of social 
behaviour can be made from video tape recordings and it was felt that such a 
technique could be employed in this study.
While discrete behaviours can be clearly defined and their occurrence is easily 
distinguishable, direct frequency and duration measures may be preferable to either 
specific or more general rating categories - ratings rely to a larger extent on the 
judgement of the observer and require judgements of the quality, normality or 
appropriateness of behaviour. Frequency and duration measures should only require 
the observer to decide whether the behaviour being measured is present or absent. 
However, they may be very time consuming and difficult to obtain since social 
interactions are temporary phenomena. Video tape recording equipment can 
overcome this problem as they provide a relatively permanent record of events and 
allow separate measures to be taken sequentially. Gillingham, Griffiths and Care 
(1977), found that high inter-rater reliabilities derived from frequency and duration 
measures of psychiatric patients social behaviour can be made veiy reliably from 
videotaped samples. The reliability of the global ratings was, however, consistently 
lower. It was thus decided to use five frequency and duration measures suggested by
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the authors in the current study. One additional measure, total instance of gaze 
aversion, was devised by this author. Samples of social behaviour before and after 
treatment could be recorded on videotape, content analysis carried out, and 
interpretations made. Two rating scales were also used - those employed by Hersen et 
aà (1973), in a paper describing assertiveness training, relating to loudness of speech 
and affect.
The hypothesis to be tested in the present study is:
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Hypothesis
(1) The exposure of people deficient in social skills i.e. the mentally handicapped 
to a structured learning situation in a group context should result in a change 
of the rate and range of social behaviour.
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4.2.3 METHOD
Selection of subjects
The following memorandum was circulated around the hospital:-
From: Miss. Anu Sayal. Clinical Psychologist.
To: All Consultants, Nursing Officers,
Wards and Departments.
It is proposed that I shall be running a Social Skills group at Little Plumstead with my 
colleague Mrs. Brigden, and I would be grateful to receive referrals for any inpatients 
who staff feel would benefit from this group.
Social Skills is designed for those kind of people who have difficulties in relating to 
others. The mentally handicapped may be incompetent due to lack of exposure to the 
necessary skills In some instances the lack of appropriate social interaction may be 
compensated for by maladaptive social behaviour - a person who is unable to express 
anger verbally may act aggressively in an inappropriate situation. Some people who 
lack social skills may even avoid or withdraw from situations where an adequate 
performance of these roles is obligatoiy.
It is envisaged that the social skills group will be run weekly, for a period of about VA 
hours, in the Psychology Department, for about 8-10 weeks.
Structured activities will concentrate on such things as non verbal expression, vocal 
expression, work situations, expressing feeling, group interaction and initiating 
friendships. Some techniques that will be employed will be role play, modelling, 
video feedback, homework assignments and discussion.
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All resulting referrals were investigated. Usually the Psychologist visited ward and 
medical staff,describing in more detail the aims of social skills training and the type 
of patient for whom it would be useful. It had been decided that group members 
ought to be those younger residents of the hospital who were mildly/moderately 
handicapped, and for whom eventual discharge to the community was a reasonable 
future possibility. Selected patients would be considered to have difficulties in 
communicating their basic social and emotional needs to others, through both verbal 
and non verbal means.
SUBJECTS
Six subjects were selected, three male and three female. One of the men was living in 
a self-catering flat in the hospital grounds; the other two resided in an annexe of the 
hospital designed for the maximum independence of residents. All three men worked 
in different hotels in the Norwich area as kitchen porters/assistants.
Two of the girls came from the female security ward. One, who was under Section 26 
worked in the hospital laundry; the other did embroidery in the Patients Activity 
Centre. The third girl resided on a “high grade” ward and her occupation consisted of 
preparing sterile packs which were sent out to other hospitals in the district.
Mean age of subjects : 25.5. Standard deviation : 5.6
Age range : 18-34.
INITIAL ASSESSMENT
(1) Intelligence
A full Wechsler Adult Intelligence Scale was administered to all subjects:
Mean IQ. of subjects : 64 Standard deviation : 14.4
Range in I.Q. : 41-82
(2 1  Self Help Skills
Charge Nurses/Ward Sisters filled in Gunzberg’s Progressive Assessment chart for 
each of their patients, prior to the commencement of the group. The communication 
and socialisation areas of the chart were of main interest, and would serve as an initial 
base line measure.
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(3) Social Skills
The patients social skills were formally assessed by means of a behavioural 
assessment. In devising this assessment, certain difficulties presented themselves: By 
definition, social behaviour involves an interaction between two or more people and 
thus there are problems of standardisation. Also, individual patients varied in what 
was considered to be the most difficult social situation for them: thus it was not 
possible to select the most difficult situation as the basis of the behavioural 
assessment since different situations demand different skills and this would lead to 
difficulties in obtaining standard measures as well as presenting severe practical 
problems. It was therefore decided to select a standard situation in which all patients 
would experience difficulty, and also one which was sufficiently realistic and relevant 
to the patients’ problems. The following assessment was devised;-
The patient was asked if he would be prepared to participate in a short conversation 
with a stranger which would be recorded on videotape. Following his agreement, the 
psychologist assessor took the patient to a room in the Psychology Department which 
had been transformed into a “videotape studio.” Evidence of recording equipment 
was clearly visible. The patient was first required to give his consent to the recording, 
the nature and purpose of which had been carefully explained.
Then the patient was introduced to the stooge (a male Psychologist who specialises in 
Social Skills training in another hospital) who initiated an informal conversation, 
which the patient had been told was not to be recorded. (The purpose of this part was 
to allow the patient to familiarise himself/herself with the surroundings.) After five 
minutes of unrecorded conversation, the psychologist assessor entered the room, 
informed the patient that the recording could now begin, asked if there were any 
questions, and when all uncertainties had been clarified, instructed the patient to 
continue the conversation. The recording was started and ten minutes of conversation 
recorded.
The recording was made on an Akai VT-1205 videotape recorder using an Akai 
VC-115 camera. The patient was seated on a comfortable chair, opposite and a a 
slight angle to the stooge who was also seated. The camera was situated in a comer of 
the room. - Neither the camera’s position nor the seating arrangement were deviated 
from throughout the recording.
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The only instructions given to the patient were to maintain a conversation with the 
stooge. The topic of conversation was not specified» but the patient was asked to 
avoid any reference to the fact that the conversation was being recorded.
The stooge was the same male psychologist in every assessment. He was aware that 
the patients would shortly begin a course of social skills training. His role was to be 
friendly and responsive to the patients, and to try and encourage them to do most of 
the talking.
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Diagram of'videotape studifll
Studio
Subject
Stooge
V .T .R .
Camerawoman/
Psychologist.
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Format of Social Skills Training Course, (see appendix 1)
The structure of the training course was based on that suggested by Falloon et al 
(1974), so that topics which were covered included non verbal expression, vocal 
expression, expressing feelings, work situations and group interaction. However 
various adaptations had to be made in order to meet what were felt to be the special 
needs of a mildly/moderately mentally handicapped group. It was attempted to 
implement the suggestions made by Wylie and Thomas (1977), who have themselves 
run a similar group.
Thus considerable emphasis was placed on role playing; positive advice rather than 
criticism was given to the group members and facial muscles were particularly 
concentrated on in relaxation exercises. In addition, materials, which were felt to 
simplify exercises were employed:- mirrors, and pictures depicting people in different 
emotional states, for example. Instructions which were given to group members were 
given in as simple and comprehensive a style as possible, and the group leaders 
constantly asked for feedback to ensure that members had an awareness of what was 
being discussed or practised.
Procedure for Social Skills Training Course.
Social skills training sessions took place in a large room in the Psychology 
Department. The sessions were held weekly, in the evenings (so that those members 
who were working could attend) and were of approximately one hour and a quarter 
duration. Two Psychologists acted as therapists and employed techniques which 
included role play, modelling, discussion and audio feedback. Videotapes were never 
used in treatment partly because of a desire to avoid the use of extensive equipment, 
and partly because it was felt that repeated practice in a ‘videotape studio’ would give 
an unwanted bias in favour of the members when the behavioural assessment was 
repeated.
Attendance.
Four of the patients attended all eight training sessions and all patients underwent the 
behavioural assessments. One patient was unable to attend one training session as he 
had to work unexpectedly on a late shift one evening when the group was held. 
Another patient was unable to attend two training sessions. In the first instance this
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was due to his being on leave. However, on the second occasion he had been placed 
on punishment by his Consultant Psychiatrist. In the hospital, this entails a patient 
being confined to the ward, and curtailed from attending any activities. It was felt that 
social skills training should be regarded as a treatment not an activity, and although 
the Psychiatrist could not be contacted at the time, when this was expressed to him 
later, he gave his consent that patients could attend the group. He also said that if 
their behaviour was considered in need of supervision and they were under section, 
then the group would have to be held on the ward. In fact this procedure was 
followed on an occasion when a female patient had been placed on punishment.
Post Test.
At the end of treatment all patients were reassessed on the Gunzberg Progress 
Assessment Charts. One again these were filled out by their Charge Nurses or Ward 
Sisters.
The behavioural assessment was carried out in exactly the same manner as during the 
pre-treatment assessment. The stooge was the male psychologist who had participated 
in the initial video sessions.
Content Analysis of Videotapes.
The following frequency and duration measures were taken:-
(1) Total instances of gaze aversion: the number of times the patient looked away 
from the stooge.
(2) Smile count: the number of times the patient smiled.
A smile was operationally defined as the appearance of a crease in the skin of 
the cheek - usually, but not always with the teeth showing.
(3) Time patient speaks: the total time for which the patient was speaking.
(4) Time other person speaks: the total time for which the other person was 
speaking.
(5) The ratio of 3 to 4 i.e. time spent speaking by subject and by the other person.
(6) The number of one word utterances: the number of single word utterances 
separated from the other speech by silence, or an utterance by the other person. 
Vocalisations like, um, huh-huh etch were not counted.
In addition, two ratings were made:
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(1) Loudness of speech: the loudness of each person’s speech was rated on a 5 
point scale from 1 (very low) to 5 (veiy loud)
(2) Affect: each person’s speech was scored on a 5 point scale from 1 (lethargic 
and monotonous intonation) to 5 (overexaggerated, inappropriate intonation.)
Procedure.
The ratings and frequency and duration measures were made from the videotapes 
which were seen on a “television monitor”. Assessments were made by two 
independent raters. The ratings were made in random order to avoid possible 
response set leading to rater bias. Each of the components was defined to the rates as 
above.
The three duration measurements were made with a stopwatch, the two frequency 
measures by noting each incident on a sheet of paper.
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4.2.4 RESULTS
RELIABILITY OF MEASURES:
The correlations between the measurements made by the assessors are shown in Table 
A. This table indicates that the two raters agreed closely in their assessments on all 
measures, except that of affect.
TABLE A.
Correlation co-efficients for inter-rater reliability.
Assessments. Spearman Pearson Product
Rank (r) Moment (r)
Number of smiles 0.86 0.81
One word utterances 0.93 0.95
Number of times looked away 0.9 0.89
Number of questions asked by 
patient
0.84 0.97
Number of questions asked by 
stooge
0.93 0.96
Time spent talking by patient 0.9 0.85
Ratio of time spent talking by 
patient: time spent talking by
0.78 0.91
Volume 0.81 0.83
Affect 0.73 0.61
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As reliabilities between raters were so high 
it was decided to combine them for purposes of 
comparison of pre and post test measures as 
indicated in Table B.
TABLE B.
T Test of comparison between scores on pre­
treatment and post treatment measures.
N=6 t P
Number of smiles 1.296 N.S.
One word utterances 0.61 N.S.
Number of times looked away 0.563 N.S.
Number of questions asked by patient. 0.139 N.S.
Number of questions asked by stooge. 0.578 N.S.
Time spent talking by patient 0.995 N.S.
Time spent talking by stooge. 1.176 N.S.
Ratio of time spent talking by patient. 
Time spent talking by stooge.
2.22 N.S.
Volume 0.542 N.S.
Affect 0.89 N.S.
This table indicates that no significant change was noted on any measure.
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TABLE C.
T tests of comparison between pre and post treatment 
scores of Gimzburg Progress Assessment Charts of 
Social Development (Form 1A).
N=6
Pre treatment 
mean score
Pre treatment 
mean
t P
Self Help 35 37.83 0.404 N.S.
Communication 54 60 4.5 <0.01
Socialisation 24 27.66 2.855 <0.025
Occupation 23.16 30 2.553 <0.05
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Histograms showing each subject’s
performance on video measures.
Pre treatment behavioural 
assessment.
Post treatment behavioural 
assessment.
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These histograms show the performance of each individual on ten measures. No 
significant differences were found for the group as a whole before and after treatment, 
(see Table B) but this data shows that individual changes did occur.
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4.2.5 DISCUSSION
The high inter-rater reliabiliities on all measures, except that of affect, are consistent 
with those achieved by Gillingham, Griffiths and Care (1977). It was the measures 
that they suggested that were adopted for use in this study. This study therefore 
demonstrates that such assessments can be made very reliably from videotaped 
samples of social behaviour. The two raters were relatively inexperienced in 
employing such a method of assessment, but in spite of this, on most measures, 
agreement is clearly high.
The reliability of the subjects affect was, however, lower in comparison with other 
measures. This should have been predicted on the basis of a greater complexity of 
judgements required by the raters to assess this variable. It is much easier to define 
the cues which are used to derive frequency and duration measures (number of smiles, 
number of questions asked by patient.) However cues used in deriving a rating such 
as affect are not defined so easily. It is possible that the two raters were using quite 
different sets of cues - Thus if the present author were to conduct a similar study and 
employ a measure for affect, much clearer specifications relating to the affect 
measure would be made.
It should be explained why two sets of correlations have been listed for comparison. 
The numbers in this study were veiy small. It was not clear whether homogeneity of 
variance and a normal distribution could be assumed and so the Spearman rank 
correlation, a non parametric measure was employed. However since the Pearson 
Product Moment Correlation, a parametric test, is a powerful measure as it uses raw 
data, rather than ranking techniques, it is presented for comparison.
As the correlations of the measures from the videotapes appeared to represent a high 
level of agreement between the two raters, it was decided to combine their scores on 
before and after measures, and to average these for statistical analysis. The method 
employed to compare scores on pre and post treatment measures was to perform T 
tests for correlated means.
As was mentioned above, small numbers present the problem of the homogeneity of 
variance assumption. If this were not the case, the Wilcoxen could have been used to 
analyse the videotape measures; However it was decided to analyse this data by
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means of T tests because clear levels of significance are available for small numbers, 
and T tests are more sensitive as they are applied to actual raw scores.
The results indicate that, as a group, no significant changes occurred on the ten 
measures of social behaviour after a course of social skills training. Since this study 
was of an exploratoiy nature, these results raise interesting questions.
Various hypotheses may be made as to why changes in the group’s social behaviour 
failed to reach statistical levels of significance. (In fact, histograms of each subject’s 
performance on video measures show that individual changes did occur giving some 
support to the hypothesis of this study.) It may be that the amount of social skills 
training received by each subject was not sufficient to mediate behaviour change. In 
fact, as training sessions progressed it became clear to the group leaders that the 
original number of planned sessions would not be sufficient to cover relevant topics in 
the required depth. Patients would often arrive late (at times their ward staff had not 
remembered that the social skills group took place that evening) and the group would 
commence at a later time than originally planned. However all patients would have to 
leave the Psychology department at the time which had been previously stated to ward 
staff, and thus certain activities or discussions which had been planned for that session 
would have to be omitted. Thus future social skills training which caters for a similar 
group of subjects should perhaps be spread over a greater length of time than the 
present course made provision for.
Experimental work with subnormals would seem also to suggest the importance of 
providing the mentally handicapped with sufficient time in which to acquire new 
skills. Clarke and Hermelin (1955) conducted several experiments, with six severely 
mentally handicapped patients which involved teaching them simple industrial tasks. 
From these experiments the authors deduced three descriptive principles: Firstly that 
the initial ability of these subjects tended to be exceedingly low; Secondly that their 
initial ability had little relationship with the level achieved with training. Thirdly that 
the main distinction between the performance of these subjects and others on simple 
tasks is not so much the end level as the time taken to achieve it. This final principle 
would seem to be of relevance with respect to social skills training and the mentally 
handicapped. In fact the two psychologists who conducted the social skills sessions 
felt that it was only towards the end of the course that the patients appeared to grasp 
the relevance of the group activities and discussion, and that a future group should 
consist of many more sessions that the number initially prepared for this study.
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In connection with the insufficient amount of social skills training received by the 
subjects, it should be explained that between sessions no homework assignments were 
given to the group members, and this may have partly accounted for the lack of any 
significant behaviour change on the videotape measures. There were several reasons 
why additional hospital staff were not involved in extra training sessions with the 
subjects. At present the hospital in which the patients reside is understaffed in the 
nursing sphere and it was felt that to make extra demands on nurses to become 
involved with social skills training would, at that time, have been a detrimental step 
with respect to nurse/psychologist relations. Moreover, unfortunately many nurses 
were not clear as to what exactly social skills training entailed, and often confused it 
with the social training which was carried out in the hospital. Social training at this 
hospital is essentially an attempt to teach patients such things as simple cooking, 
housework and personal hygiene. Although in this study, all nursing staff who were 
involved with the group members were familiarised with the theoretical background 
and format of social skills training by the psychologist, before any future groups are 
initiated, it might be that nurses should attend an introductory course to social skills 
training, in order that they might be better able to assist group members with 
homework assignments.
There is another possible reason why patients did not change significantly on the ten 
measures of social behaviour after being exposed to a structured course of social 
skills. The two group leaders who conducted the sessions felt that, even though it had 
been attempted to prepare a course format which was in keeping with the 
comparatively poor verbal ability of the mildly and moderately handicapped, the 
group members did not have adequate verbal comprehension of some important terms 
relating to social skills - terms like “communication” “emotion” and “assertion.” 
Further time could have been given to detailed explanation of such terms (during 
sessions) in order to maximise the patients ability to comprehend, and therefore to 
learn.
Although results indicated that there were no significant group trends in any direction 
with respect to pre and post treatment video measures, this might not be totally 
surprising. One patient who initially smiled in excess might be expected to show a 
decrease in frequency of this behaviour (see S2 Number of Smiles) whereas another 
patient who hardly smiled before treatment should hopefully smile more often after 
attending the social skills course, (see S4 Number of Smiles)
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A close examination of these results suggests ideas for new hypotheses which might 
be investigated in the future. It had been hoped that this study would provide new 
ideas. Subjects could be matched on the ten videotape measures prior to training, and 
one of each matched pair randomly assigned to either the experimental or control 
group. The experimental group would receive a more intensive and modified course 
of social skills (as described above) and it would be interesting to ascertain whether 
changes would occur on these measures, and is so, to establish in what directions were 
the trends. It might be hypothesised that for each patient, the number of smiles would 
increase, the subject would speak more, look away from the stooge less and ask more 
questions on the post-group behavioural assessment.
It is only from further research (perhaps along these lines) that additional information 
will be provided about the social behaviour of the mentally handicapped and various 
hypotheses generated for experimental investigation.
In this study, pre and post treatment measures were compared, not only through video 
samples of each subjects behaviour, but also using the Gunzburg Progress Assessment 
Charts of Social Development. The statistical method for analysing raw scores was 
again that of using T tests, for similar reasons as explained earlier on in the 
discussion. The results show that all group members changed significantly in the 
direction of improvement in skills associated with areas of communication, 
socialisation and occupation. Only changes in self help areas were insignificant.
These results were gratifying although somewhat surprising. However, it is not clear 
how much importance to attach to them. In the first place although the raters were the 
same for pre and post treatment assessment (the ward sister or charge nurse of each 
patient) they were well aware of each patients participation in the social skills training 
group: Thus rater expectancy may have biased their judgements. There are other non 
specific effects which may have been important. The subjects may have been given 
extra attention by patients and staff due to their being members of a ‘new treatment 
programme.’ The subjects may have been exposed to a greater variety of social 
situations since the commencement of the training sessions and have performed 
competently in them; Thus their behavioural repertoire would seem to have 
increased, whereas it might be that subjects could have managed in such situations 
prior to the group - it was just they had not been exposed to these new environmental 
demand.
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The present study may be criticised on the grounds that no control group was built 
into the experimental design in order that comparisons might be made between those 
subjects who underwent social skills training, and those that did not. While 
formulating the methodology for the present study, much consideration was given to 
the inclusion of a control group. Two methods of building in controls seemed to 
present themselves. The first was to select a group of patients who would be matched 
on relevant variables to the experimental group, (length of stay in hospital, I.Q., 
education, age, sex, home background, initial level of social skills) and who would 
undergo an initial video behavioural assessment, and a post behavioural assessment, 
after the same period of time as the experimental group. As this group would not 
have been exposed to social skills training between the behavioural assessments, they 
would act as controls and differences in the experimental group’s behaviour might 
then be attributed to the specific effects of skills training.
However, there were many reasons as to why this matched control group could not be 
gathered. Firstly the hospital in which the patients reside has a veiy small population 
and it is doubtful that each subject who participated in the social skills group could be 
adequately matched with another control. Also when social skills training was first 
suggested to relevant hospital staff, as a method of treatment which might be usefully 
employed, the initial reaction was rather sceptical, probably because the role of 
psychologists up to that point had been seem primarily as one of assessment. Six 
patients were referred eventually, but this was after many discussions between the 
Psychology department and nursing and medical staff. At this point it was felt that 
were a further request made to select a sample of patients for a control group who 
would experience two behavioural assessments but no social skills training, this 
would not be received at all well and might delay even further the commencement of 
the training programme.
It was once again the time factor that placed restraints on incorporating another type 
of control measure into the experimental design: It had been hoped that the patients 
who were to receive social skills training would be assessed on the behavioural test, 
three times in all, not just twice. The first test would take place eight weeks before 
the first social skills training session (which would run for eight weeks), the second 
assessment prior to the commencement of the course, and the third after the 
termination of the group sessions. In this way comparisons could be made of changes 
in behaviour between the first two assessments and the second and third assessment. 
Thus additional information could be gained as to the effectiveness of social skills
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training in changing elements of social behaviour. However, the training sessions 
commenced much later that the original date which had been anticipated, and using 
this control method would not allow for the completion of the study in the required 
time. The present author is well aware that in this instance theoretical considerations 
were out-weighed by the limitations imposed by carrying out research in a clinical 
setting.
There is one final point which deserves mention while discussing the exclusion of a 
control group in this study. The very nature of this study is that it was exploratory 
investigation into whether social skills training has a useful role to play where the 
clients are mildly or moderately handicapped - As was pointed out in the introduction 
there is a great scarcity of research in this area. This study is mainly an attempt to 
find out the areas in which more research may be usefully carried out. It would seem 
that the content and format of social skills training still needs to be systematically 
analysed in order that the mildly/moderately handicapped can gain maximum benefit 
from this type of training. Special assessment procedures could be usefully devised 
for these subjects whose initial baseline of social behaviour could then be measured. 
Further investigations into the ‘normal’ social repertoire of the mentally handicapped 
have yet to be instigated with a view to establishing what are the particular social 
deficits manifested by this group. Only when more facts are gathered in relation to 
such questions, would it be feasible to carry out a truly scientific study comparing the 
efficacy of social skills training programmed on mildly/moderately handicapped 
people with a ‘no treatment’ control group.
The current state of knowledge in this area would appear in no way to justify such a 
study at the present time, nevertheless the present exploratory investigation is 
hopefully a humble beginning into research into new territory, and would seem to 
suggest new hypotheses and questions which may be answered in the future.
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4.2.6 APPENDIX
SOCIAL SKILLS.
Session 1
( 1 ) Introductions to each other.
(2) Description/explanation of social skills, future training sessions.
(3) Task: each person to tell the others something about themselves.
(4) Therapist to receive feedback from 3. -
Affective : “How did you feel?”
Cognitive : “What were you thinking (saying) to yourself?”
Sensory : “Were you sweating, blushing, tensed up etc?”
(5) Reintroduce concept of relaxation.tension.
(6) Relaxation exercises.
(7) Inform members of next session’s drama.
(8) Cup of tea and biscuits.
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SOCTAL SKILLS
I think it would be a good idea to begin by talking about what we mean by Social 
Skills and what kinds of things we will be doing over the next 10 weeks.
Social Skills is a way of helping people get along better with others and to express 
themselves better to others Everyone of us comes across difficult situations - for 
example, being interviewed for a job, talking to a stranger, asking a boy or girl who 
we like for a date and arranging an evening with them.
In all these examples, we must know what to do - the more confident we are that what 
we are doing is correct, the better we will do it. In the same way, we will try to avoid 
doing things that we are unsure about so that we don’t make a fool of ourselves!
So one of the things that Tricia and I will try to do is to find out whether you have 
enough knowledge about how to behave in the most suitable way in different social 
situations. Like all of us you have quite a lot of knowledge and experience in some 
social situations, and you do not know as much as you would like about other 
situations. So while you may be able to teach some of us in the group about one 
situation, you will also be able to learn about other situations where your knowledge 
is lacking. We will also teach you ways of obtaining information by asking people, 
and so on.
However, just talking about how to do things is not the best way to learn; we have 
found it better for you to act out situations that you find difficult to cope with - usually 
two of us go to the centre of the room and pretend to be in the situation we’d like to 
practice. We concentrate on such things as trying to use our hands more when we talk 
to people, and also to look at them more. You will be encouraged to practice in the 
group, where it is not so important to be perfect, but where it is more like a game.
We are not here to criticise but help, so we try to point out good parts of a 
performance rather than being critical and picky. Also we have you practice 
homework outside the group - you may want to work on things in here that you can try 
in real situations so that you can prepare yourself here for problems you have outside. 
You can try all sorts of things which may be difficult for you - one important thing is 
that we all TRY.
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Our training groups will meet at 7 p.m. for the next 10 weeks or so. Each session will 
be 90 minutes long. These sessions will demand quite a lot of effort from you, but if 
you are prepared to make this effort, it should prove worthwhile, if you can learn to 
look confident and relaxed and that you can cope, so you will soon feel confident, 
relaxed and you WILL cope with all sorts of situations.
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SOCIAL SKILLS
TANW.
Ian arrived ten minutes early. He was well dressed and clean and tidy. He reveals a 
paunch which was accentuated by a tight fitting pair of trousers. His manner was 
pleasant and he made conversation quite well before the others arrived.
When asked to introduce himself, he said his name clearly and gave a good account of 
himself. However he blushed and held on to the table while speaking. He later 
reported that he felt shaky whilst doing this. He said that he writes songs as a hobby 
and reported that he sometimes experiences audience anxiety, he did not relax veiy 
well.
Ian said that he thinks the group will be useful and says that he would much rather 
miss Wednesday Club and attend here.
KEVIN C.
Kevin arrived with Joy who says that he is her current boyfriend. He appeared tidy 
and pleasant. Kevin seems rather shy - he did not speak unless spoken to but he 
would give an appropriate reply.
He spontaneously offered to help make the tea and served it from a tray.
Kevin forgot to give his name in his introduction. He spoke mainly about his work, 
and his ideas seemed rather disjointed. His speech was quiet and rapid. He avoided 
eye-contact and occasionally would smile to himself.
Kevin thought that the relaxation exercise was a bit of a joke.
He was eager to get away to games.
He seems a good candidate for social skills, but one wonders how much he will 
co-operate.
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DOUGLAS L
It ha been suggested that the Psychologist collected him from his rehabilitation flat at 
6.45 p.m. However Douglas was still boiling his potatoes for tea at that time, and 
although they were ready, felt he should wait longer before eating his tea. The 
Psychologist told him to finish his tea as quickly as possible as the group would start 
soon. Douglas asked about changing into his Sunday suit, but was told that he could 
be quite informal today. He then said he would be along a bit later, but although he 
did not know where the group was being held, this did not appear to worry him. So 
once more the Psychologist said that she had better collect him in a few minutes.
Douglas speaks in a pathetic, resigned tone of voice.
On arrival at the Department, he was lethargic about hanging up his coat. In the 
introduction, he forgot his name, but he spoke about his job quite well. He appeared 
to have no hobbies but when questioned said he liked tv . He did not like the 
relaxation task and only grudgingly did the exercise.
After the group, he stayed behind and offered to wash up - Douglas expressed his view 
that it is a woman’s job to clean and cook.
Douglas departed, but returned a few minutes later, with a grazed hand, having 
slipped on some gravel (he was not returning home on the right route). He muttered 
“Lost key, what am I going to do ?” in a pathetic tone. The Psychologist went to 
assist. It should be noted that the young lady Psychologist crawled around in the dark, 
on the gravel having been given no information as to where exactly the key had been 
lost, while Douglas just stood and watched.
Douglas then complained about his slight graze, but this was reported to the Nursing 
Office and he was sent home.
JOYCET.
Joyce was brought by Sister S. Joyce is overweight and it is reported that she tends to 
be silly. However during the session this aspect of her behaviour was reasonably well 
controlled.
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Joyce was very nervous when speaking in front of the group. She fiddled with her 
hands, made darting glances and spoke in a veiy low voice. She did not give much 
information about herself.
Joyce helped make the tea - she giggled when giving out the biscuits and when doing 
the relaxation exercise.
On returning to the ward after the session, she ‘pawed5 the Psychologist and became
giggly.
CHRISTINE M.
Christine was also brought by Sister S. She initially appeared very quiet. She made 
‘knowing winks’ across the room to one Psychologist, which seemed rather too 
intimate for the context.
Christine introduced herself but her speech was largely incomprehensible. This may 
be partly due to her veiy badly controlled epilepsy in the past, and also due to the fact 
that her parents are Belgians who speak french.
Christine wrings her hands a lot when talking and makes fleeting eye contact.
She was fairly giggly at the relaxation task. When asked about boyfriends, she 
announced that she had two - this came across as rather immature because she 
appeared to take a lot of pride in saying so.
JOYF.
As soon as Joy arrived (with Kevin) she rapidly burst into a loud flow of disjointed 
conversation which was rather incomprehensible. Ian W. who had been quite chatty 
up to this point, stopped speaking immediately. The Psychologist felt that this aspect 
of Joy’s behaviour may be found annoying by some and prevents other people from 
relaxing.
Joy is very tense and nervous. She herself admitted to feeling so, and her behaviour, 
such as nail biting, avoiding eye contact, rapid speech playing with hands, reflects 
this. She relaxed poorly.
258
Joy is a good candidate for social skills, but she expressed a desire not to miss games 
that night.
Joy suggested that in future perhaps more staff could attend the group.
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SESSION 2. 
BEHAVIOURAL ASSESSMENT ON VIDEO.
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SOCIAL SKILLS
SESSION 3 
NON-VERBAL EXPRESSION.
( 1 ) Relaxation Exercises.
(2) We don’t communicate with each other just with words - 
POSTURE - other ways too.
(a) Exercise in identifying how the people in the pictures are feeling.
(b) Anu models posture and Tricia asks group to identify how she is 
feeling.
(c) Each member is told to model a feeling and rest of group will guess 
what it is.
DISCUSS why it is useful to know how other people feel by looking at them - 
(a) Subjects sit and stand “normally” and group helps them to improve 
posture.
(3) Facial expression important especially EYE CONTACT.
(a) Anu and Tricia model first without eye contact then looking at each 
other.
“Can you tell me the time?” (Much more confident)
(b) In pairs, group do similar tasks - count to ten with eye contact.
(4) TOUCH is also important.
DISCUSS - can be appropriate or inappropriate
find friend and stranger.
(a) Group sit close together - “Pass a squeeze” around while
making eye contact.
(5) PERSONAL APPEARANCE - clothes
DISCUSS - e.g. clothes can signify jobs etc. pass pictures around.
(6) REVISION,
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SOCIAL SKILLS
IAN W.
Ian was the first to arrive. He did the modelling exercise fairly competently and was 
quite good at judging the feelings from pictures. In fact, he coped with all the tasks 
quite well. He is still rather tense.
KEVIN C.
Kevin was not permitted to attend since he is on M/F 8 this week due to misbehaviour 
at Blofield Hall.
DOUGLAS L.
Douglas still needs to be reminded about coming. He arrived later than the others - 
He contributes to discussion, but is reluctant to do anything which involves his 
modelling etc. In particular he will not participate in relaxation exercises. He offered 
to wash up at the end of the session, but moaned about how small the basin is . . He 
also declared that he is fed up with work as he spends the whole day getting tired.
JOYCET.
Joyce appears to have a rather bad squint. She makes useful comments and will try to 
do what is required. She did not seem to giggly this week. Joyce misinterpreted a few 
of the pictures.
CHRISTINE M.
Christine was giggly and during the eye contact exercise looked past Tricia. She 
withdraws during exercises and discussion by hiding her face with her hands. She 
takes a passive role - Query her comprehension.
JO.Y E.
Joy is still very nervous and restless, she takes a while to do the tasks while she tries 
to cope with her anxiety. Her remarks suggested that she is understanding quite a lot.
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She has a very tense posture. Joy is still rather worried about what she misses by 
coming to the group and she was very upset that Kevin could not come.
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SOCTAL SKILLS
SESSION 4.
VOCAL EXPRESSION.
( 1 ) Discussion of weeks activity/homework/revision.
(2) Relaxation exercises.
(3) Last week we saw how we can use body language e.g. hold head up 
confidently to communicate feelings - but we still need speech and we must learn how 
to speak clearly.
VOLUME
You must speak loud enough, and conversely must not speak too loud, so that 
eveiyone can hear you. If there are other noises, you must speak even louder - or you 
might have to move closer to people you are talking to. We must remember that the 
voice we hear is not the same as the voice other people hear.
(a) Tape eveiyone saying their name and play back.
CLARITY:
Our speech will be clear if we speak loud enough. Even clearer if we don’t try to 
speak through half closed lips and teeth.
(b) Look in mirror and try to speak without opening your lips.
TONE:
We must put expression into our speech so it doesn’t become boring.
(c) Anu demonstrates talking in monotone - Tricia talks in bright cheerful way.
PACE AND FLOW OF SPEECH:
Even if we talk clearly, loud enough and in a varied tone, we must speak clearly - not 
too fast and garbled (Anu demonstrate) or like this (Anu demonstrate “em” "urn’s”.) 
If you have something difficult to say, take a deep breath and think what you are going 
to say, then let the breath out slowly as you start to say the sentence.
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(4) Vocal expression of feelings using numbers (5,6,21) for each member, anger, 
friendliness, disgust, excitement.
(5) Pushing through crowd (simulated by group) to say “excuse me.”
(6) Use of “beg your pardon” “would you mind repeating that” when you don’t
understand something.
(7) Revision/homework 
Telephone - homework/in vivo.
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SOCIAL SKILLS GROUP.
TANW.
Ian arrived in good time: he sounded reasonable over the tape recorder - his
conversation was one-sided during the taping, answering questions when asked, but 
not asking questions to Anu. He is still very tense, but is one of our star pupils. 
However it was noticeable that when Christine pushed him over, he made no response 
whatsoever.
KEVIN C.
Kevin arrived a quarter of an hour earlier, having been permitted to attend the group. 
He looked smart, though appropriateness of dinner jacket that he was wearing is 
queried. On the tape his voice was monosyllabic and inaudible. Kevin was very shy 
about doing the role plays. He tends to giggle and behave rather immaturely, but this 
may be because he feels threatened.
DOUGLAS L.
Douglas was early and is improving with regards to his time keeping. His tape was 
fine but as soon as he has to do any performance items, he becomes anxious and 
stubborn and refuses to cooperate. This may be because he does not want to put 
himself in a position of ridicule. The moaning behaviour seems to be declining.
JOYCET.
Same as usual - she spoke rather softly on the tape recorder. On the way back she 
remarked to the others that she was finding it interesting because she is getting to 
know the others.
CHRISTINE M.
It has appeared that Christine has not been understanding much, through her giggling, 
and hiding her head in her hands, but, considering she is moderately handicapped, she 
is coping quite well. Christine may be aware that her speech is not very good. On the
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role play, where she had to push through the simulated bus queue, it appeared that she 
became silly and barged into Ian, pushing him onto the floor.
JOYF.
Joy is still very nervous. She responds well to positive reinforcement. She says she 
finds the group useful and it seems she has some insight into the importance of social 
interaction. On the tape she was hesitant, and inaudible.
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SOCIAL SKILLS
SESSION 5.
EXPRESSING FEELINGS.
( 1 ) Discussion of weeks activity/homework/revision.
(2) In order to mix well with other people we must be able to express our feelings
properly. Can you think of some feelings we have? Put list of feelings on blackboard 
- divide into ‘good’ and ‘bad’ feelings. Ask each group member what situations make 
them experience these feelings.
There are many:- for instance being angry with someone who wont take “No” for an 
answer, or expressing love and affection to a friend. Let us consider the expression of 
some feelings:
(1) Affection.
We may feel affectionate to our friends or our family, and there are many ways in 
which we can express this feeling. Thus on meeting a good friend we may shake their 
hands, or kiss them, or tell them how nice they are looking, or offer to help them with 
a task they are working on. If we want to keep a good friendship we must be sure to 
express our feelings of affection openly and without embarrassment.
(2) Disapproval
It is often easier to express ‘bad’ feelings towards somebody than nicer ones such as 
affection. However there is an appropriate way to do this. Aggressive outbursts such 
as smashing windows or thumping someone only tend to make people very cross with 
us. If we are to act like mature and grown up people it is much better to express 
disapproval in a few quiet words. Constructive criticism is very helpful, which 
incidentally can strengthen friendships enormously. We should try not to find faults 
in our friends, and instead should try to find ways of helping them with their faults; 
similarly we should not get upset when other people point out our faults.
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(3) Apologias.
It is important to say we are sorry when we really are sorry. We don’t need to go 
down on our knees and beg forgiveness - in fact we should not appear too weak, and 
be too apologetic.
This evening we are going to practice expressing feeling. This is very important, for 
if we bottle them up, we will become tense and uncomfortable.
(1 ) Anu and Tricia model taking a defective article back to shop.
Group role plays in pairs.
(2) Anu asks Tricia to move from her seat.
Group role plays - in pairs.
(3) Revision.
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SOCIAL SKILLS
IAN W.
Ian was rather upset and angry that he had to come; he had made previous plans for 
this evening since he had not been informed in advance that group was tonight. Ian 
was very competent at the role plays. He seemed to become very embarrassed when 
personal matters were mentioned, e.g. girlfriends. He is going to be D.J. at F.4’s disco 
this Tuesday. He was reluctant to wash-up. The seat of Ian’s trousers were very dirty.
KEVIN C.
Kevin continues to be giggly and embarrassed; he dries up when questioned. He was 
also fairly competent at the role plays. He does not contribute much to the discussion.
DOUGLAS L.
Douglas apologised for being late. He thinks that he understands it all, but in fact he 
does seem to miscomprehend e.g. he thought “affectionate” means very unkind. He 
made other blunders of the same magnitude. Douglas is bad in performance areas and 
needed a lot of prompting in the role play. His confidence seems to be increasing. Of 
interest is his statement that “I feel relaxed when I have nothing to do.” He seemed 
veiy pleased when Anu mentioned that he might like to attend F.4’s disco this 
Tuesday. Douglas waited until the others had finished washing up before he left. He 
is getting himself between Copeman Road and the Psychology Department now. 
Douglas appears to want to be an “accepted” member of the group.
JOYCET.
Joyce was good at the role plays and she contributes to them. She seems to be 
interested in and to understand what we are trying to do. She is a pleasant girl. On 
the way back she asked Anu if we could have the group more than once a week.
270
CHRISTINE M.
Christine was the first to arrive and also appears to enjoy it. She seems more relaxed 
now and is not cowering so much when she is asked to do things. She does become 
tense if too much pressure is put on her. Christine is responding well.
JOYF.
Joy said she would not be able to attend the group as she was in a drama dress 
rehearsal at the Wednesday Club. However Christine reported that Joy had said she 
did not want to come to group any more. Anu will investigate.
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SOCIAL SKILLS
SESSION 6.
WORK SITUATIONS.
(1) Discussion of weeks activity/homework/revision.
(2) Relaxation exercises.
(3) You have all been working very hard in this group. Today we are going to talk 
about work - after all we spend a lot of time at it.
What do you think about work? (ask each member - while they speak, group leaders 
can remind them about verbal, non-verbal expression, e.g. “can you speak louder?”).
Let us look at some ways in which we can improve how we feel about our jobs 
ourselves -
First of all we should try and sort out what sort of job we would like; what do we want 
from our job? It may be money, or so that others stop complaining that we are lazy, to 
meet other people, to avoid being bored.
Ask group “How did you get you job?” Members ask person sitting next to them It is 
no good to want to become a fashion model if we are not so good looking! So we 
must choose a job that we know we will be able to manage.
So once we have decided that we want a job and have the ability to manage it, we 
must set about getting the job. In other words we must try and convince the employer 
that we want the job.
(4) THE INTERVIEW
Anu and Tricia model first.
1. Job interview - discuss jobs applied for in pairs, then conduct interview 
in front of group, one subject plays interviewer the other the applicant, then 
reverse roles.
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(5) So now we have all got the jobs we want!
In fact now you have got the job, you may feel anxious and wonder whether you really 
can cope with it. Remember you wouldn’t have the job unless you were thought 
capable of doing it
Do not be afraid of appearing stupid - if you are not sure what to do, ASK.
1. In pairs, in front of group, practise asking for advice about task you haven’t 
done before. (Tricia, Anu model first).
2. Your workmates will all know each other well and may joke and chat so that 
you feel left out Try to get to know them. We will talk more about how to make 
friends next week.
(6) Finally - we must consider how to deal with the BOSS. He is a human being, 
so if you approach him as one, he will tend to respond this way.
1. Tricia and Anu model asking for time off. Group role play.
2. Tricia and Anu model refusing to stay late giving good reasons.
Group role play.
(7) Revision.
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SOCIAL SKILLS.
TANW.
Ian arrived first; he appeared to be in a rather subdued and tense mood initially. He 
really is excellent at the role plays. However it was noticed that as the interviewee, he 
tends to be rather too casual. Ian found Douglas’ attempts at role play highly amusing 
and expressed his feelings with great laughter. Ian is beginning to see the point of 
relaxation exercises and is coping with them better. He still finds it difficult to ask 
questions, so this will be his homework assignment this week.
KEYING.
Kevin did not attend this week as he was at work.
DOUGLAS L.
Douglas seems to be much more enthusiastic about the group, and himself reported 
that he finds it “interesting.” He still continues to make embarrassing interpretations 
of words, but these are only noticeable to the group leaders. (For the group, the level 
of comprehension of relevant vocabulary remains suspect.) Douglas expresses 
reluctance to participate in the role plays. To illustrate his extreme rigidity, the 
following is an example - the scene was set that he had broken some plates on his first 
day at work: Douglas was to ask a colleague about the procedure. He flatly refused, 
saying that he already knew what to do (the plates always went in the bin) and it took 
several prompts to encourage him to ask for practice asking the question. He kept 
saying he did not see the point in this, and besides what would he say?
Douglas had great difficulty with the other role plays as well.
Once again he showed great resistance in participating in relaxation exercises, but 
with physical prompts co-operated. This is a significant improvement.
JOYCE T.
Joyce had to be collected from the cinema as F.8 had not informed her that the session 
was this evening. She was extremely co-operative when she returned to the ward, she
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made an interesting remark which was that she likes the action much more than the 
talking. Joyce appears to understand the purpose of our meetings.
CHRISTINE M.
Christine dried up completely in the role play where she was being interviewed. She 
became monosyllabic and monotonous and required prompts. Christine cannot ask 
questions competently (most of them find this difficult) However she does make the 
right signals to interact, but unfortunately these are not reinforced. She continues to 
make knowing winks, touch people and giggle.
JOYF.
Joy looked depressed on arrival and seemed very tense and anxious. She dries up in 
the role plays and her voice is a weak whisper. However towards the end of the 
session, after sharing some humour she became veiy relaxed - the most relaxed we 
have ever seen her.
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SOCIAL SKILLS
SESSION 7.
GROUP INTERACTION.
(1) Revision.
(2) Recently we have had some difficulty in arranging our group so that we all can 
be here. As you know, Ian is unable to attend this evening as he is at work. The 
reason why we are on F.8 just now is because Joyce is not able to leave the ward. So 
there are problems in groups, and this evening I want to talk about some of them and 
also what we all think about groups in general.
(3) What kind of groups do we know about?
(Family groups, group like this, work groups.)
Encourage members to give their suggestions.
Why do we need groups?
e.g. Just think how long it would take one man to build this ward - a group of 
men working together could do it in a shorter time and would not have to work 
so hard.
(4) Let us consider this group - why are we here?
How did you feel when you first came to the group?
How do you feel now?
(5) How can we best fit in to a new group - some people try by being very shy, and 
not saying anything:- (Tricia pretends she is a new member and acts shy, without 
confidence, trembles.)
Some people are rather bossy and dominant. (Anu acts out an assertive, unlikeable 
member). Probably neither of these ways are quite right - but we should enter a group 
with confidence, we should try and be helpful to the others in the group and also 
accept their help.
Role Play: Different people act the ‘new member’ of the group.
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i. We are all members of a singles club (explain setting and purpose of this) 
prompt ‘new member’ and group before role play.
ii. We have formed a group from the hospital who wish to complain about 
conditions here. New member is an important Doctor group has invited who attempt 
to gather information about group feelings - he has to ‘fit in’ to group - i.e. explain 
who he/she is ask for introductions.
(6) Let us consider how we should behave in a group (ask group for suggestions)
i. Being a good listener - not interrupting, falling asleep.
ii. How can we show we are listening carefully? “yes”, “no”, “I see”, “really” - 
gestures e.g. nodding - smiling - facial expression - posture-sitting forward.
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SOCIAL SKILLS
Group held at F.8. as Joyce T. was not allowed off the ward.
IAN W.
Ian did not attend as he was at work.
KEVIN C.
On leave.
DOUGLAS L.
Douglas was a bit overawed at the different environment of F.8. He was very tense 
and needed persuading to take off his coat. It took Douglas a long time to understand 
the concept of groups. He role played quite happily. When Anu was acting as an 
aggressive, bossy new group member and told him to move up, he was assertive (not 
very usual in Douglas) and effectively told Anu “Why should I?”
When Christine became upset, he was kind and looked concerned about her. After the 
group, he willingly escorted Christine to the Hall, a generous gesture.
JOYCE T.
Joyce was as co-operative as ever and well behaved, considering she was on 
punishment. In the role plays, Joyce continues to make an effort and makes a useful 
contribution. She still had deficits in social skills as seen by her abrupt greeting to a 
‘new member’ in the role play Joyce appeared rather embarrassed.
CHRISTINE M.
Christine spontaneously spoke in the role play twice - monsyllabically, but it appears 
that her speech had been adversely affected by very severe fits which occurred in the 
past. She really does try and seems to be enjoying the sessions. It was unfortunate 
therefore that Joy picked upon her and reduced her to tears. Luckily Joy left at this 
point and it was possible to give Christine support and positive feedback.
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JOYF
Joy was initially very agitated about the location of the group today. From the 
beginning of the session she continually was fidgeting and asking what the time was 
so she could go to disco. Verbally Joy says she does not dislike the group, but her 
non-verbal behaviour suggests otherwise. During the last few sessions we have tried 
to be constructive about her behaviour - which is still remarkably striking as being 
socially deficient. It was totally unexpected when she suddenly turned on Christine 
and verbally attacked her epilepsy and giggling and lack of speech; implying that 
Christine was being tolerated and carried by the group This was a completely bitchy 
and unjustifiable piece of behaviour on Joy’s part.
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SOCIAL SKILLS. 
SESSION 8.
REVISION.
(1) Tonight we are going to go over a few things we have been thinking about in 
our sessions.
Can anyone tell us what sorts of things we have been doing and how these things may 
be useful for us?
(2) Discuss
COMMUNICATION : We are all reasonably good at getting on with people but we are 
trying to learn ways in which we can be even better.
(3) How do we get impressions of people and how do they get an idea about us. 
CLOTHES )
) encourage discussion 
POSTURE-feelings )
(Relaxation) role play some feelings.
Facial expression - EYE CONTACT.
Role play interviews, informal chats - Group can give feedback.
GESTURES - Tricia and Anu model appropriate and inappropriate use of gestures.
If we look confident in dealing with people, we will feel confident
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SOCIAL SKILLS
IAN W.
Ian arrived promptly as usual. He described how his job has folded, and did not seem 
very sorry about this. What seems to have happened is that Ian had been managing 
reasonably well and had developed a routine with the washing up but on a particular 
day there were just too many dirty dishes. This, coupled with the fact that he was 
finding the shifts very long (he could not return to the Hospital between shifts due to 
lack of transport) was the last straw. He walked out, went to Social Services but he 
could not find anyone to talk to there. He returned to the hotel, went to the manager, 
and said he was leaving, then gave in his notice and walked out. What does appear 
from this episode is that Ian had not really given adequate explanations for his action, 
and had acted rather on impulse.
Ian made a good model for Douglas, demonstrating how to initiate a conversation 
with a member of the opposite sex.
KEVIN C.
Kevin did not attend this week as he was at work.
DOUGLAS L.
Douglas seemed very dejected this week. He did not participate this week. When 
asked if he was ill, he said that things seemed to be getting on top of him. Up to this 
session, Douglas had been very active in the group.
JOYCE T.
Ward staff have reported that Joyce really enjoys coming to the group. Joyce was 
rather subdued this session. This may have been as a result of the exhibition 
demonstrated by Joy (see below). However she did her role plays competently. Joy’s 
facial expression seems to be invariable (a toothy grin.) This can present problems as 
others can find it difficult to predict her moods. Joyce’s asset is that she is the only 
member of the group who asks questions occasionally. She also takes an interest in 
how other people are feeling.
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CHRISTINE M.
Christine arrived in a bad mood, as there was a ward disco she would rather attend 
this evening. However, she settled down and was co-operative over the group’s 
activities. Christine seems much less giggly now.
JOYF.
Joy also arrived disgruntled she said it was not fair that she had to miss the disco and 
attend the group. She showed that she was fed up, and became quite disruptive. The 
group leaders explained that they felt that Joy had always complained about activities 
she would prefer to be doing instead of social skills, that the group was only for one 
hour a week, and had often be arranged on a specific day just to suit Joy. Even the 
group leaders missed enjoyable activities in order to be available for these sessions. 
Joy calmed down after this and apologised. She joined in the role plays 
enthusiastically and was laughing and joking with the others by the end of the session. 
She even stated that really she enjoyed the groups and would miss attending them 
when they were terminated.
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SOCIAL SKILLS.
SESSION 9.
REVISION
Role Plays.
(1) New patient has come on ward you’re on. Try and find out something about 
them, put them at ease and tell them something about yourself.
(2) You are at a party and you see a nice boy/girl - go over to them and start a 
conversation. Remember that you really fancy the other person.
(3) You are feeling a bit fed up, some friends come round to ask you out. You 
would rather stay at home. Try and explain how you are feeling, and think of some 
pretend reasons for why you are fed up. Also explain to them gently but firmly that 
you would rather not go out tonight.
(4) Someone borrows a shirt/dress you are particularly fond of, without asking 
you. This has happened before and you have told them not to do this. The shirt/dress 
is returned by that person in a dreadful state. Tell them in no uncertain terms that you 
are furious and cannot understand how they can have such bad manners.
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SOCIAL SKILLS.
TANW.
Once again Ian arrived promptly and was presentable. He continues to be a good 
model for the group. However he does not spontaneously involve himself in 
activities, he waits to be asked. Although he participates in the relaxation exercises, 
he remains rather rigid and tense. He seems reluctant to join in the jokes and giggles, 
which were a feature of today’s session.
KEVIN C.
Kevin continues to behave in an immature and flippant manner. At times it may 
appear that he is uncooperative, but we feel he is actually very shy and nervous. Once 
he is given an easy prompt to start role play, he can cope reasonably well. However, 
his speech still needs to be a bit louder.
DOUGLAS L.
Douglas arrived and made spontaneous small talk, although he had some 
misconceptions about what he was talking about. If Douglas is asked to start things 
off or be in a role play which he finds embarrassing (being chatted up by Joy) he 
protests and withdraws. When tested to see how relaxed he is, he is perceived as 
being veiy veiy tense.
JOYCE T.
Joyce seems well behaved and appears to take the group seriously. This is interesting 
as the ward reports suggest that Joyce can be quite a management problem. She was 
able to modify her smiling facial expression when asked to express rage appropriately.
CHRISTINE M.
Christine tries hard in the role plays. She was very good at adapting her tone of voice 
to sound cross. Christine is much less giggly, and there are fewer embarrassing winks. 
She no longer has to be asked twice to participate in a role play.
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JOYF
Joy commenced with the usual moan that she hoped the group did not go on too late 
as she wanted to be away by eight o’clock. She also kept repeating that she would not 
be available for post group filming. Otherwise she is good at the role plays. She is 
much less tense than she appeared at the outset of our group sessions.
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SOCIAL SKILLS. 
SESSION 10.
Behavioural Assessment on Video.
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